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PREFACE 


JẸ most sciences the passage of a quarter- 
century is signalised by substantial advances both in theory and in 
methodology. In some instances, indeed, text-books are already slightly 
dated by the time they appear in print, and at the end of twenty-five 
years most of them are definitely obsolescent. Before deciding to 
produce a fresh edition of a book on psycho-analytical technique first 
published in 1928, it seemed desirable, therefore, to consider whether- 
the original work would bear reissue in an expanded form or whether 
intercurrent modifications in technical procedure would call for com- 
plete recasting of the presentation. 

The first edition of The Technique of Psycho-analysis consisted of a 
verbatim report of six lectures delivered as a training course at the 
London Institute of Psycho-analysis in the days before systematic 
instruction in psycho-analytical technique was initiated. The series was 
based on a relatively short experience of psycho-analytic practice; but 
as at that time the literature of psycho-analytic technique was almost 
non-existent, and as considerable uncertainty existed amongst practising; 
analysts in this country regarding many points of procedure, it seemed 
desirable to crystallise in one presentation the theoretical and practical 
aspects of what is now frequently referred to as the ‘analytical situa- 
tion’. 

When the reader appreciates that the original lectures were given 
only a few years after Freud entered upon the second great phase of his 
theoretical formulations, that terms such as Super-ego and Id had only 
recently been minted and that psycho-analytical therapy was still 
confined for the most part to the psycho-neuroses, the simpler sexual 
inhibitions and perversions and the more straightforward cases of 
character disorder, he will readily understand my hesitation in deciding 
to keep to outlines and angles of approach which, however adequate 
twenty-five years earlier, might not be specialised enough for the 
latter-day student. 

On the other hand there are certain natural limitations to the 
expansion of psycho-analytical technique, or for the matter of that to 
the expansion of any other form of psycho-therapy. For although in 
course of time increased understanding of the specific factors respon- 
sible for different varieties of mental disorder will lead to a degree of 
specialisation in each particular group, and although systems of © 
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interpretation may become more complex in content and more precise 
in direction, the analytic situation as such will continue to be governed 
by a few simple laws. Patients do not change much; the disorders from 
which they suffer do not change much; analysts do not change much. 
The transferences which develop during psycho-therapy continue to 
` run their simple but powerful courses undisturbed by theoretical 
advances. No amount of interpretation nor any attempt to regulate 
the analytic situation according to the particular illness has any 
certain hope of success unless the fundamental movements in psycho- 
analysis are fully understood. 

When on various occasions, importuned by flattering requests to 
produce a new edition, I have glanced over the original lectures, I have 
been impressed by the fact that, despite a certain amount of dogmatism 
and rigidity of presentation, due no doubt to my own many uncertain- 
ties, the main outlines then given of the analytic situation are as useful 
now as when they were first indicated. Finally I decided to prepare a 
fresh edition keeping to the original outline but expanding it in various 
directions where this seemed indicated. Part I of this book is devoted 
to this expanded presentation. I haye, I hope, softened some of the 
asperities of the first edition, eliminated some of its inelasticity in 
approach and dissipated some of those priggish airs which, however 
natural to his estate, ill become either tyro or tutor in psycho-analysis. 

I must confess that I was considerably encouraged to adhere to my 
original outline by the observation, confirmed through a lengthy 
period of activity as Secretary, and later Chairman, of the Training 
Committee of the British Psycho-analytical Society, that the difficulties 
of psycho-analytical students also do not change. Therapeutic slogans, 
those harbingers of technical rigidity, do change of course from time to 
time ; but these are rather indications of anxiety and uncertainty than 
concentrates of new analytical wisdom. My first concern when ap- 
pointed Director of Research of the London Institute of Psycho-analysis 
was to issue to the then practising members of the British Society a 
questionnaire devised to ascertain what were the therapeutic practices 
of psycho-analysis in this country. The questionnaire itself was based 
on an assorted collection of ‘difficulties’ posed at various times not onl y 
by students in training and commencing analysts but by practitioners 
of ripe experience. Although it deals only with the state of psycho- 
analytic technique in this country down to the year 1938, I have reason 
to know that even if the present-day student couches his difficulties in 
a more complex, sometimes more pretentious, argot, the underlying 
uncertainties are identical with those experienced by his predecessors. 
I therefore decided to reissue this research, originally published in 
1940 under the title 4n Investigation of the Technique of Psycho- 
analysis, as Part II of this edition. It has at least the merit of being the 
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first and moderately successful attempt to penetrate the curtain of un- 
communicativeness behind which psycho-analysts are only too prone 
to conceal their technical anxieties, inferiorities and guilts. There is in 
my view all the more need to keep this research on record in that, with 
increasing divergencies in analytical theory, there is little likelihood 
that a new questionnaire could do more than illustrate the confusion - 
into which the practices of a scientific group may fall when from time 
to time it is divided against itself on points of doctrine. 

I have recently indicated some sources of this confusion in a paper 
entitled ‘Therapeutic Criteria of Psycho-analysis’ and have en- 
deavoured there to systematise the numerous factors that must be taken 
into account in assessing psycho-analytical treatment. It seems to me 
desirable that the student of psycho-analysis, who is not only avid of 
authoritative direction but prone to believe that the technique is solidly 
based on a large body of accepted principles, should realise how far this 
pre-conception is from the truth. I have therefore reproduced the 
article in Part II of this edition (‘Clinical and Theoretical Papers’), 
and have added, for purposes of contrast, an earlier attempt to systema- 
tise, ‘The Theory of Therapeutic Results in Psycho-analysis’. This 
paper was given at one of the numerous symposia held on this subject 
which are so uniformly inconclusive, particularly in regard to the rôle 
of interpretation in treatment. As time goes on and the content and 
mode of interpretation continue to diverge, the influence of these 
divergences on the theory of psycho-analytic therapy calls more in- 
sistently for attention. To put the matter quite simply: when psycho- 
analysts differ on important points of doctrine, one or other of the 
contesting parties must, however unwillingly, be practising suggestion 
on his patients instead of analysing them. This view I first advanced 
in a paper entitled ‘The Therapeutic Effect of Inexact Interpretation’. 
All three papers have appeared in the Ji nternational Journal of Psycho- 
analysis and are reprinted in Part III with due acknowledgement to the 
editor of that journal. 

Regarding the mode of presentation adopted in Part I, a word of 
caution is due. One of the practical difficulties confronting the writer 
on clinical psycho-analysis is the inordinate amount of space necessary 
for adequate case-illustration. When one considers that to do justice to a 
slip of the tongue it is necessary to produce pages of material drawn 
from a number of different sources having associative connections, it 
will be apparent that the documentation of even a fragment of analysis 
or a fortiori of an analytic phase or movement would quite literally 
require in the respective instances a chapter or a volume to itself. 

Many analysts attempt to overcome this difficulty by subjecting their 
material to processes of condensation, selection and secondary elabora- 
tion, finally presenting their readers with a compact, well-rounded and 
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apparently convincing digest. Needless to say, from the scientific point 
of view this is a thoroughly unsatisfactory procedure which opens the 
door to every variety of tendentiousness and has in fact greatly reduced 
both the credit and the credibility of analytic interpretations. Where 
the material illustrates a standard mechanism or a standard analytic 
situation it is no doubt harmless enough, but when matters are at issue 
concerning which no consensus of agreement exists it is extremely 
undependable. For this reason and also for considerations of space I 
have not attempted either to extend fully the clinical illustrations or 
to submit them to secondary elaboration, but have contented myself 
with thumb-nail sketches illustrating standard mechanisms, situations 
and movements. For further information on the clinical data of 
psycho-analysis and for fuller accounts of the etiological factors that are 
encountered in different forms of mental disorder, the reader is 
referred respectively to the general literature on the subject and to 
text-books on the theory of psycho-analysis. 


London, November 1954 Epwarp GLOVER 
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PART I 


CHAPTER I 


PREAMBLE TO ANALYSIS 


The Analyst: the Analytic Situation 


Pas. of the Analyst. Those who set out to 
lecture on the techniques of psycho-analysis soon find themselyes in a 
dilemma, Should they, following the example of most pedagogues, 
content themselves with a systematic outline of method, adequately 
illustrated with clinical examples and with a few cautionary remarks 
regarding possible pitfalls, or should they assume that the commencing 
analyst, like most beginners, is more concerned with the mistakes he 
may make than with general principles of technique with which he is 
in any case already theoretically familiar? And they usually try to 
resolve the dilemma by combining both approaches, Yet another 
course is preferable, namely, to start not by ignoring real difficulties nor 
by oyer-emphasising them, for these are policies which will certainly 
increase the student’s anxieties, but by endeavouring to reduce his 
more unrealistic apprehensions. 

Our first working generalisation is, then, that the difficulties in 
analytical practice fall into three main groups, those inherent in the case 
material, those inherent in the method of investigation and, thirdly, the 
anxieties, guilts, depressions, suspicions and other personal defences of 
the analyst. These personal difficulties merely serve to accentuate the 
others. They do so not only because they influence the analyst’s own 
reactions and attitudes (i.e. disturb the instrument of investigation), 
but because they colour his view of the patient’s condition and reactions 
(i.e. distort the case-material). In short, the average analyst tends to 
begin his work with vague forebodings of disaster. 

Following this line of approach it is clear that there is nothing to be 
gained by assuming as the basis of our study a hypothetical ‘perfectly 
analysed’ analyst automatically and successfully applying his technique 
to a neurosis of classical outline. It is much more realistic to assume that 
the analyst is an ordinary individual who, through his own analysis, 
has been freed from some of the main sources of unconscious bias, but 
is still plentifully encumbered with residues of infantile anxiety and 
guilt, mostly in the form of character peculiarities, and who is about 
to approach the ordinary routine of analytic practice, where mixed 
cases of every conceivable sort constitute the greater part of clinical 
material. To put this in more technical language: when approaching 
analytical problems it is desirable to combine two methods, to keep in 
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mind not only the resistances and transferences that will be exhibited 
by the patient but also the counter-resistances and counter-transfer- 
ences that will be exhibited by the analyst. To ayoid confusion, how- 
ever, it is essential when dealing with the matertal presented in analysis 
to assume that the analyst has been completely freed from all sources 
of unconscious bias, and when considering the handling of this 
material to assume that he may be influenced by subjective tendencies. 
I propose, therefore, to indicate on each occasion which of these stand- 
points is adopted. On the present occasion I intend to consider the 
subjective attitudes and reactions of the analyst on meeting his first 
case, but before he has actually compassed the first interview. 

Before doing so we must make a brief incursion into the realms of 
psycho-analytical mythology. The figure of the ‘perfectly analysed 
analyst’ ready to cope with any emergency, for whom instruction in 
technical procedures would be superfluous, is an obvious derivative of 
the Myth of the Hero, a form of childish idealisation that dies hard not 
only among analytical students but also among some qualified analysts 
whose experience is lengthy rather than ripe. Like most fixed attitudes 
or idealisations it has many unconscious determinants. In general it is 
a form of compensatory perfectionism intended to counter the dis- 
comforts of inferiority feeling, and has therefore, as many specilic 
determinants as inferiority feeling itself, The most obyious of these is, 
of course, an infantile need to identify with the all-powerful parent 
who knows everything and does no wrong, who is perfect in strength 
and potency. A more persistent factor is, however, derived from the 
need to be an innocent child. When we come to consider the innumer- 
able derivatives of the castration complex, it will be apparent that the 
heroic though somewhat naive figure of the perfectly analysed analyst 
represents the dependent child who has gained his independence by a 
masochistic act of renunciation, has become virtuous through a 
symbolic act of castration. More distant derivatives of these ambivalent 
attitudes are illustrated in the social responses of analysts who react to 
their own calling with a pietistic deference which at the same time 
conceals the shame of being associated with it. This ambivalence, 
incidentally, is shown in a more marked degree by patients who at the 
same time overestimate the virtues of psycho-analysis and regard it as 
an obscene practice. 

Pursuing the origins of the myth of the perfectly analysed analyst 
still further we can see that it was to some extent fostered by earlier 
theoretical conceptions of the nature of mental disorder. It is in part a 
legacy from the times when ‘repressed complexes’ were regarded as 
the sole origin of neurotic symptoms, and when it was natural to 
assume that the resolution of these complexes would leaye the mind in 
a ‘normal’ (perfect) state. But the real source of the difficulty only 
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emerged when Freud distinguished the super-ego aspects of ego- 
function and at the same time isolated the concept of the Id and 
distinguished it from the repressed. Many people who accept readily 
the concept of the Super-ego, indeed are inclined to harp constantly on 
its activities, treat the concept of the Id with a reserve bordering on 
neglect. And clearly the idea of the perfectly analysed analyst repre- 
sents an Ideal Ego minus any embarrassing Id. The truth is, of course, 
that a successful analysis may have uncovered a good deal of the 
repressed; if it has done so it will by the same token haye mitigated the 
archaic censoring functions of the Super-ego, but it can scarcely be 
expected to abolish the Id. . 

And here perhaps it is appropriate to consider some misconceptions 
regarding the nature and function of training analyses. In the first 
place a training analysis is in no way different from any other thera- 
peutic analysis, the more so since many candidates suffer from quite 
classical neuroses. Others again are apparently free of symptoms but 
present nevertheless a great variety of character peculiarities, and are 
consequently much more difficult to analyse than the average patient. 
Moreover, their therapeutic drive depends on their will-to-be-an- 
analyst which is never so powerful as the will-to-health of the neurotic 
case. It is due in part to this absence of effective drive that training 
analyses tend to be unconscionably long—although to be sure the 
tendency of training analysts to a somewhat rigid perfectionism is also 
responsible for the long-windedness of many training analyses. 

There is also a rather vague tradition, fostered either wittingly or 
unwittingly by many training analysts, that a full understanding of 
technique can be acquired through the training analysis. Driven to its 
logical conclusion this would imply that the need for concerted instruc- 
tion in technique is a somewhat reprehensible form of resistance. I 
once heard one unusually perfectionist woman training analyst, whose 
teaching methods smacked more of the old-fashioned nursery than the 
study, give a bad report on a candidate because he did not intuitively 
recognise some movement in his ‘control case’ although in fact it trans- 
pired that no one had ever taught him that such situations might arise. 

This is in any case an absurd proposition. It is no more reasonable to 
expect the prospective analyst to have a spontaneous objective grip 
of the various libido-movements and ego-alterations occurring during 
his training analysis, than it is to expect a patient in therapeutic 
analysis to have such understanding. In the next place, even if he did 
have this grip, it is not to be concluded that the conduct of his own 
analysis would necessarily be a serviceable model on which to stan- 
dardise all his subsequent analyses. This is not the place to discuss the 
choice of psycho-analysis as a profession; but it is at any rate beyond 
dispute that some are influenced in this direction by their own 
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experiences of mental conflict. In such cases the position is clear: they 
will fall roughly into some clinical grouping—hysterical, obsessional, 
depressive, etc.—and will be analysed accordingly, so that their most 
objective view of their own analysis will be that of an analysis appropri- 
ate for their particular type. But in fact this is also true of the so-called 
normal person, who usually shows characteristics which are at least 
reminiscent of the more symptomatic groupings. An obsessional type, 
for instance, with his devious mechanisms for dealing with affect, is not 
likely to have intuitive appreciation of the affective urgencies of an 
hysterical type; and the hysterical type would be more inclined to see 
little point in the roundabout technique of the obsessional. So that even 
were there no unconscious significance underlying the concept of the 
‘perfectly analysed analyst’, it is more than questionable if this qualifi- 
cation would exempt anyone from the necessity of technical training. 

Incidentally, the same considerations apply to training analysts 
themselves. Their methods of analysing candidates are influenced by 
their own character formations and peculiarities, and by the training 
they have undergone. These peculiarities, they, in their turn, are 
quite likely to transyey to their pupils. This is one of the unavoidable 
handicaps in training, and the best advice that can be given the 
commencing analyst is to avoid as far as is possible any slavish imitation 
of his training analyst’s technique, and to keep his own technique as 
elastic as the variation in his clinical material demands. 

We need not go further into this for the moment, since the matter 
will be considered more fully under the heading of counter-resistance, 
but I think there is some advantage to be obtained from approaching 
our problem unshackled by the products of omnipotence and inferiority 
phantasies. We have every right to insist that a prospective analyst 
should be in touch with his own unconscious tendencies, so that when 
the occasion arises he will have as few axes as possible to grind in the 
analytic situation; and we may be certain that, if this contact has been 
established, his analysis will have been comparatively thorough. 

We are assuming, however, that he has not yet tested his powers by 
the analysis of an actual case, that he suffers in anticipation from a 
number of anxieties both conscious and unconscious and that these 
have been reinforced by the peculiar nature of his earlier theoretical 
training. Training analysts and control analysts are not, so far at any 
rate, chosen because of their flair for teaching. Not only are they un- 
trained in pedagogy, but, suffering from some of the same perfection- 
ism as their students, they tend to create an atmosphere of rigidity and 
so convey to the student a disproportionate sense of ‘right’ and ‘wrong’ 
procedure. A little more preliminary reassurance may therefore not 
come amiss, in particular regarding the stereotyped attitudes that are 
developed by the commencing analyst in self-defence, 
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I have the impression that many approach their first case with 
something of the trepidation which accompanies the young surgeon tohis 
first abdominal operation, and, if I may pursue this comparison without 
prejudice, the rational elements in this attitude have much the same 
basis in both instances, The budding surgeon fortifies himself over- 
night by careful study of surgical anatomy, only to find that his 
anticipated difficulties do not materialise, whereas numerous un- 
expected bewilderments appear from nowhere. In the same way the 
analyst has gathered from his theoretical reading many so far un- 
charted apprehensions about complicated analytical situations; and 
when these do not appear to materialise immediately may on the 
rebound proceed cheerfully enough, until he is faced with such a 
perplexing situation as the heaping up of negative transference, 
Leaving out of account unconscious motivations, we may say that this 
wavering judgement is due partly to the somewhat intimidating 
nature of the literature on the subject. He has been warned so much, 
for example, about the ‘handling of the transference’ that he may be 
forgiven for a certain tendency to handle it at inappropriate moments, 
or to be unduly gingerly in touch at points where free handling is 
essential, 

To continue this line of thought: perhaps one of the greatest 
difficulties to overcome in early work is too mechanistic a view of the 
analytic process. Here again the stereotyped form of systematic 
lectures on psycho-analysis is partly responsible for the attitude, If 
students are submitted to a fixed ritual of education, it is only natural 
that they should unconsciously seek to get their own back by over- 
emphasising their own rituals, Even the expository literature of 
psycho-analysis shows the same tendency. Partly influenced by the 
order of Freud's earlier discoveries, the standard text-books usually 
devote chapters to the ‘unconscious’, ‘dreams’, ‘forgetting’, ‘slips of 
the tongue’, ‘symptomatic acts’, ‘interpretation’, ‘resistances’ and the 
like, with the result that the total function of the patient's mind tends 
to be neglected in favour of the analysis of detail, 

Perhaps the best example of this atomistic tendency is provided by 
the analysis of ‘slips’ of the tongue. Now I do not mean to suggest that 
the analysis of slips or other manifestations of the psycho-pathology of 
everyday analysis is to be underrated. On the contrary, it is a legitimate, 
instructive and valuable exercise in analytical technique, of particular 
use in the measurement of transference. But I do suggest that a 
tendency to hail slips with joy and, irrespective of their incidence and 
connections, to nuzzle them on the analytical mat, smacks more of the 
analytical connoisseur than the analytical strategist. To suspend the 
analysis while the slip is exhaustively examined, while no doubt a 
pleasant relaxation for the analyst, does not give a very balanced view 
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of the analytical situation. Nor is the dose of interpretation necessarily 
appropriate. There are occasions when a slip has to be treasured for 
future reference, and in cases of serious ego-disorder it may function as 
a danger signal. A suicidal patient, for example, frequently confounded 
the words ‘wife’ and ‘sister’. The number of slips of this kind was 
in direct ratio to the amount of unconscious tension, and naturally I 
was on the alert when they increased rapidly. When on rarer occasions 
he confused the term ‘wife’ and ‘mother’ this slip was usually 
followed with an outburst of mother hate: he would have extremely 
restless nights and begin to exhibit a renewed and compulsive interest 
in knives and razors. In short, the method of seizing on slips as if they 
were indiscretions on the part of the patient combines two errors: 
first, to regard analysis as an assortment of reactions on the patient’s 
part somehow assembled together but capable of isolation like the 
mixed salts of a practical chemistry examination, and, second, to 
treat the emergence of the primary process as a criminal confession, 
Patients are only too prone to react to repeated interpretation as if it 
were a professional form of nagging, and any tendency to jump on 
‘slips’ and ‘bring them home’ goes far to convince them that their 
convictions are not unfounded, as indeed in that case they are not. 
Incidentally, the policy reaches its acme of futile isolation when 
amateur analysts, smarting from their own analytic experiences and 
seeking to enjoy a gossamer omnipotence, make social capital of the 
slips of their friends, hinting darkly that they ‘know what that 
means’. Projection is none the less projection because it is practised by 
analysts or their ex-patients. 

I have made use of the slip to illustrate an attitude towards analytic 
manifestations, but the same can be said of other material, e.g. dreams. 
It is true that where dream-material exists, the analysis of these 
dreams is an essential part of technique; and there are innumerable 
occasions when in spite of the patient’s lack of interest in the matter it 
is necessary to seize on some fragment or other and subject it to detailed 
analysis. But in no case should the dream be taken apart from the 
context as if it were a tonsil capable of enucleation and subsequent 
dissection. Again, it is true that many dream-fragments can be very 
exhaustively analysed, but most attempts to aim at this thorough 
handling of every dream irrespective of the state of the analysis are 
liable to end in disappointment, and—what is more—will ultimately 
be turned to advantage as a resistance by patients who are prepared to 
produce a fresh consignment of dreams daily with the virtuous air of 
a postman delivering a registered packet for which he has no further 
responsibility. 

If we may look for more fundamental explanations*of this atomistic 
policy, it will be found to relate to some reluctance to appreciate the 
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defensive functions of one’s own mental apparatus, a difficulty in 
regarding the mind as a functioning instrument or organ. To take a 
further illustration from everyday practice, we may consider two ways 
of regarding any of the silent pauses which from time to time break the 
thread of analytic association. From the descriptive standpoint the 
silence may be regarded as a kind of artifact or flaw disturbing an 
experimental situation, a significant flaw, it is true, but somehow some- 
thing wrong with the associations. If now we take the dynamic stand- 
point, it seems to me we have a much more vivid comprehension of the 
situation. What we have done in applying the association rule is to 
attempt to free an apparatus from certain inhibiting mechanisms, i.e. 
from secondary processes: we are allowing the powerful drives and 
affective charges of the unconscious system to operate in as unhampered 
a way as is possible during waking hours. A selective process is immedi- 
ately set to work, and as soon as we have recognised the main theme 
we can follow it quite simply up to the point where the unconscious 
presentation comes too near the surface for the patient’s ego: then 
comes the pause. On a less wary day the train of thought might have 
ended in a sudden slip giving the keynote of the theme, or at another 
time the unconscious theme of the association would be seen openly 
illustrated in some fragment of a reported dream. We have in fact 
been watching the operation of the pleasure-reality principle, first, in 
so far as the Id system has been given an opportunity of gaining open 
expression and, secondly, in so far as the ego has reacted to too open 
expression through one of its modes of defence, the evidence for which 
is the occurrence of a pause. Now, in the case of the suicidal patient I 
have described, the slips he produced could not be seized on immediately 
and analysed, for the reason that his ego had already shown signs of 
relative helplessness in dealing with Id-excitations and, on the other 
hand, was obviously at the mercy of a strict super-ego. It seems to me 
that in such circumstances energies can for the moment be more 
advantageously directed, somewhat arbitrarily if need be, towards the 
analysis of whatever guilt-signals appear during the session. For purely 
practical reasons, then, my policy was to leave the slip and attack the 
punishing system. Of course this is an extreme case, not to be made the 
basis of a general rule, but in a sense the same sort of attitude is 
necessary in ordinary everyday analysis. Interpretation of unconscious 
phantasy material must as a rule be timed to take effect when the 
defensive systems have been really weakened. 

As we shall have ample occasion to pursue these matters more 
closely in their appropriate setting, we may with advantage sum up at 
this point the situation of the commencing analyst. The main pitfalls 
of the beginner can be described as the result of anxieties, faulty 
identifications and misconceptions. His anxieties spring partly from his 


10 TECHNIQUE OF PSYCHO-ANALYSIS 


own difficulties and peculiarities put are very considerably exaggerated 
by the traditions he has acquired from his teachers, who, whether they 
know it or not, lean towards a perfectionism that differs little from 
any other form of morality. When in addition the candidate, naturally 
enough, identifies both consciously and unconsciously with his training 
analyst, he has saddled himself with a ‘professional super-ego’ any 
deviation from which is likely to exaggerate his own anxieties. As for 
the misconceptions that lead him astray, these can be best explained 
by a lack of understanding of the total function of the mind or mental 
apparatus. The first prerequisite of effective analysis is some compre- 
hension of the structural organisation of the mind, its function as a 
whole organ, the continuity of the function and the rough appropriate- 
ness of its methods of defence. The next is some appreciation of the 
fact that in any psycho-analysis we are not approaching this actively 
operating mental structure as the pathologist approaches the post- 
mortem platter, or as the biochemist conducts experiments in vitro. 
Nor indeed can we say that we are about to study this mental organ in 
the way that the cardiologist watches a heart in a state of auricular 
flutter, or a radiologist follows the course of a bismuth meal. We are 
about to subject this mental apparatus to the test of a special situa- 
tion, to watch the development of this situation and to bring it to a 
termination, 

As for the precautions that can be taken by the commencing 
analyst to avoid these pitfalls, these can be summed up by saying that 
subjective anxieties which are not alleyiated by experience must be 
dealt with by self-analysis; that faulty professional identifications with 
the training analyst are subject to the same conditions; and that the 
student must not be afraid to learn the psycho-analytical theory of 
mind. However intuitive he may be in the recognition of mental con- 
tent or of the defence-resistances of the patient, he cannot be expected, 
except in the very rarest of instances, to excogitate unaided the whole 
of the Freudian theory. Yet a sound grasp of the theory of the mental 
apparatus will stand him in good stead throughout the many difficulties 
of diagnosis, prognosis and treatment with which he is certain to be 
faced. And, incidentally, this acquired understanding will not only 
save him a good deal of trouble in future but act as a control to his own 
speculations or researches. 

The Analytical Situation, Let us now assume that the commencing 
analyst is free from subjective difficulties and that he is prepared to 
approach his case with a reasonable degree of confidence and elasticity. 
How is he to be guided in this approach? Here we may begin with the 
generalisation that the process of psycho-analysis consists in initiating a 
dynamic situation which develops along the same general lines in all 
cases but has individual form, It is a situation that for descriptive 
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purposes can be loosely divided into stages. A so-called ‘complete 
analysis’, a comparatively rare consummation, is one in which these 
stages have been followed to a natural termination. 

Each of these statements is a necessary check on the others, since 
tendencies exist either to regard analysis as a form of therapeutic 
interference for which the analyst is mostly responsible, or on the other 
hand to see it as a stereotyped process with cut-and-dried stages which 
must be gone through according to plan, an obstetrical situation, as it 
were, with the analyst as midwife. Both of these points of view arose 
naturally during the development of psycho-analytic technique. The 
early cathartic phase and a good deal of the period of complex-hunting 
and symptom-interpretation accord simply with the view of thera- 
peutic interference from without. Closer study of transference-mani- 
festations, including the phenomena of repetition and re-enactment of 
memories, working through, etc., brought with it a clearer idea of the 
‘transference-neurosis’, by which is meant the re-staging of the 
neurotic conflict in analysis and in relation to the analyst. By this time 
the idea of an analytic ‘situation’ had developed, and concurrently our 
views of ego-structure were greatly expanded by Freud’s researches on 
the nature of the super-ego. The inevitable result has been that, whilst 
psycho-analytic technique has been freed from the usual clinical pre- 
conception of interference, it has been hampered at times by theoretical 
views about stages and by preconceptions in regard to ego-structure 
and function. 

Perhaps the best illustration of the influence of ego-concepts on 
practical analysis is to be found in the department of child analysis. 
Here two divergent tendencies are to be found. One group of workers 
maintains that, apart from the substitution of free verbal association by 
a special ‘play technique’, the analysis of children differs in no way 
from the analysis of adolescents and adults. Another group holds that 
as both ego and super-ego are in active process of formation during the 
first five years of life, the analysis of small children should be preceded 
by a period of ego-preparation. This immediately raises the issue, at 
what period of infancy the super-ego begins to form and to what stage 
it has developed by the time the analysis of children is ordinarily 
attempted. The ensuing controversy is one which, as will be seen 
later, has a good deal of bearing on the preconceptions with which the 
analysis of adults is approached, and no doubt its outcome will depend 
on the empirical studies of analysts who do not feel strongly either 
way. In the meantime, these divergences may serve as a warning to 
the young analyst to preserve himself as far as possible from controver- 
sial pre-conceptions. Nothing is more obstructive of analytic progress 
than to commence work by taking sides on controversial issues or with 
an overriding ambition to make new discoveries. Anyhow it is clear 
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that we must approach the problem of isolating stages in analysis 
from at least two angles, viz. from the point of libido and ego-develop- 
ment respectively. 

As has always been the case, understanding of libido-development 
has been in advance of our knowledge of ego-structure: hence it is 
easy to illustrate the organisation of views of analytic technique from 
the libido point of view. Here analytic processes fall easily into three 
phases: (a) the development of the transference, (b) the transference- 
neurosis, and (c) the resolution of the transference. But the moment one 
begins to examine different ways in which the hypothetical first stage 
develops in practice, it is obvious that an ego-classification of stages in 
the analytic situation is also indispensable. For example, one patient 
commences with every sign of freedom, talks easily and fluently: an- 
other talks easily and fluently with occasional sudden indications of 
stickiness, sudden relapses into silence, etc.; a third starts slowly, 
haltingly and with eyery sign of difficulty, and a fourth can hardly be 
prevailed on to speak at all. Sooner or later we shall find in all of these 
evidence of similar mechanisms of defence, but there is obviously a sign 
here of different attitudes of the ego to the process of association. The 
fluent and halting types illustrate this difference most simply. But the 
difference can be noted at different times in one and the same person. 
The second type I have mentioned, and of course all patients at some 
time or another talk freely and in a seemingly objective way, but are 
suddenly reduced to uneasy silence, as a rule without knowing why. 
Here it is evident that there are at least two ego-attitudes to be con- 
sidered, of which one is not fully understood in consciousness. We 
now know that this second attitude is one taken up by the ego in 
obedience to the dictates of a special ego-institution, the super-cgo. 
It is not proposed to deal here with questions of ego-structure: all we 
need to keep in mind about the super-ego is (1) that it is an institution 
built up in the ego on the model of previously external relations 
between parent and child (2) that this introjected parental institution 
continues to exercise supervision over instinctual-impulse, is, so to 
speak, a sampling department for inner excitation, (3) that, having 
delivered judgement, it depends for execution of that judgement on 
borrowed forces: it operates through the ego, and (4) that its operation 
is for the greater part unconscious. To come back to the case of the 
patient who suddenly becomes silent, it is evident that the silent pause 
implies a sudden change in the attitude of the ego in obedience to 
instruction received from the super-ego, in spite of the fact that in 
most instances both instruction and compliance, the whole process in 
fact, have taken place apart from consciousness, which is presented 
with a fait accompli. At a later stage we shall have occasion to consider 
how this among other difficulties has to be dealt with during analysis. 
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To continue for the moment with the super-ego, we know what part it 
plays in relation to symptom-formation in the psycho-neuroses, how at 
its bidding the ego attempts to deal in some defensive way or other 
(e.g. repression, reaction-formation, regression) with id-impulses, how 
the ego is left in the lurch with insufficient forces at its disposal and 
makes a compromise which permits a return of the repressed in the 
disguised form of a symptom. Without going further into detail, we 
can see that, in addition to a libidinal classification of phases, different 
stages of analysis could be indicated by reference to the ego or to that 
special institution the super-ego. To return to the sudden silence, we 
have to consider not only the nature of the repressed excitation 
associated with the silence, but the attitude of the super-ego to such 
excitations and the capacity of the ego to obey the super-ego’s bidding. 
It is easy to see that both the super-ego’s attitude and the ego’s obedi- 
ence are based on antiquated systems of adaptation, and that an 
essential part of the treatment consists in uncovering this archaic 
unconscious attitude of the super-ego, tracing the factors in the child- 
parent relationship which has led to this particular set of attitudes, and 
so freeing the ego from the necessity of carrying out various defence- 
manoeuvres. In other words, we might subdivide the process of analysis 
in accordance with ego standards. Thus, the first stage would be one of 
relaxing the archaic severities and watchfulness of the super-ego, the 
second the analysis of super-ego development and structure, and the 
third preparation of the ego to effect widened or unaccustomed adapta- 
tions, to hold unfettered the balance between inner tension and external 
release. 

Looking back over the development of psycho-analysis, it is of some 
historical interest to note that no sooner had the concept of the super- 
ego been accepted than writers on technique hastened to re-formulate 
the development of the analytic situation in terms of the new approach. 
Up to that time apart from the writings of Freud on the subject, the 
only systematic description of the technical process of analysis was that 
given jointly by Ferenczi and Otto Rank. According to them the 
analytic situation represented a dynamic process within the libido- 
development of the patient having indiyidual form. They divided it 
more or less rigidly into stages: one in which libido is withdrawn from 
the ego-outposts (character, personality, etc.) and is concentrated in the 
analytic situation; the second when concentration is completed and 
infantile libido is expanded and worked through in the transference; 
and the third where the ego is weaned from the new libidinal situation 
and turned to reality. You can see that this is mainly a libidinal sub- 
division, although ego-factors are obviously taken into account in con- 
sidering the processes of resistance in eachstage. But the result of taking 
this point of view was reflected in the analytic procedure suggested by 
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the authors. In the first stage a certain amount of ‘activity? was 
necessary to call in libido; in the second, expansion of infantile libido 
involved the use of prohibitions and observances, and in the third an 
arbitrary period was set for the termination of analyses, which con- 
stituted a final weaning and during which the process offresh adaptation 
to reality had to be encompassed. That both writers later developed 
their ideas in entirely different directions and that Rank, in particular, 
abandoned psycho-analysis altogether is not material to the argument, 
All we need note here is that a theoretical division of libidinal stages 

. was made to serve two purposes (a) to justify the introduction of 
additional technical procedures or of a fresh technique, and (b) to meet 
the desire for some system whereby analysis might be shortened. For 
the burden of the lengthy analysis has weighed heavily on the minds 
of all serious analysts, some of whom have indeed tried to solve the 
problem by making a virtue of what appears to them to be a necessity 
and recommending still more lengthy analyses. 

By way of contrast, the first exponent of ego-stages in the analytic 
situation was Alexander. He set his measure by ego-standards. 
Libidinal factors were of course taken into account, but the main aim 
of psycho-analytic technique was expressed in terms of ego-organisation. 
The super-ego, he maintained, is an anachronism in the mental 
apparatus. It deals with instinct by an archaic reaction system, which 
has most of the adaptation drawbacks of a reflex action. It must there- 
fore be the aim of analysis to remove this anachronistic organisation, 
and to make the ego take over the functions of the super-ego. ‘This has 
to be carried out in two stages; by virtue of the transference, the 
original childhood-relationship, as the result of which the super-ego 
was formed, is reproduced in analysis and the analyst is made to play 
the part of the super-ego to the patient’s id. So far the patient has no 
great objection; in fact he is distinctly relieved, and begins to permit 
expression of hitherto barred instinctual tendencies. These are venti- 
lated but, instead of being gratified, are brought into genetic relation- 
ship with infantile memories or reconstructions. At this point the 
second stage has already commenced: the ego is being educated to 
normal libido-control. This is where the real resistance commences: 
it is evidenced by a series of regressions, but these same regressions 
throw light on the processes of formation of the super-ego, and have to 
be analysed through before the patient is ready to live a free and un- 
aided existence. 

For the moment we are not concerned with the validity of these 
reconstructions of the analytic situation which, in any case, Alexander 
himself modified considerably at a later period, nor is it my intention 
to make a survey of the various contributions of later writers to different 
aspects of this controversy, although in fact very little of systematic 
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value has been written on the subject. The practical point is that all 
three writers limited their freedom of technical action by their 
theoretical views. In short, whilst the existence of a special analytic 
situation is common to all conceptions of the analytic process, in the 
present state of our knowledge we are under no immediate obligation to 
measure this by rigid standards. I would go further and say that whilst 
it is important to have some general understanding of different phases 
and of their characteristic or prevailing mechanisms, it is a positive 
obstacle to the success of one’s early analyses to commence studying the 
situation with rigid pre-conceptions as to their form and course. If 
practice consisted solely of classical transference-neuroses it might 
be possible to do so; even then the method would have all the in- 
accuracies of a diagrammatic representation, or the disadvantages of 
studying ethnographic relations by means of a political map. Besides, 
it neglects the essentially labile nature of the processes concerned. 
Take, for example, the modification or, if we prefer the theory, the 
disintegration, of the super-ego. It is clear that this process, which is 
generally associated with the later developments of analysis, has 
commenced from the very first day. The encouraging impersonality of 
the analyst and the absence of manifest reaction to preconscious or other 
material is at least an open invitation to fresh introjection on the part 
of the patient. Never in the latter’s experience has such a unique 
relationship existed for him. Take again the fact that, whilst our early 
work is mostly by way of establishing free association, we can never 
abandon this method up to the very last moment of analysis. We are 
prepared to find that in the last regressional defences the same 
mechanisms function as in earlier uncovering of positive instinctual 
drives. Indeed, one of the main advantages of having a bird’s-eye view 
of stages in analysis is that we may be able to distinguish between 
different causes for mental defence-functioning. 

At any rate, if for the sake of convenience we carry in our mind a 
loose skeletal structure on which to deck out the analytic situation, 
we must be constantly prepared to revise our judgements. In the old 
days when the ‘castration complex’ was universally regarded as the 
focal point of unconscious anxiety-readiness, one frequently heard 
puzzled comments to the following effect ‘I have analysed so-and-so’s 
castration complex very thoroughly, yet he still seems to suffer from 
it’. And no doubt even at the present time candidates commiserate 
with each other because despite their analysis of ‘aggression’, or the 
patient’s ‘negative’ or his ‘occult depression’ or, for that matter his 
‘internal objects’, the patients seem to remain refractory to influence 
or even contumacious in the face of it. Now, apart from the theoretical 
consideration that where a ‘castration complex’ or an ‘unconscious 
negative’ or any other of the analytical slogans dictated by the fashion 
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of the moment has been thoroughly analysed, the neurotic kernel has 
been for the most part resolved, this attitude will serve to illustrate 
the point of view I am presenting. On the one hand, the analyst may 
have been misled into thinking that the gist of the matter has been 
uncovered, in which case he must revise his estimates and continue 
the process of working through. On the other hand, he may be in the 
right and his patient may be playing up by regression, in order to staye 
off approaching termination of analysis. In many cases it is difficult to 
be certain, and in such instances the analyst will be on safe ground if 
he takes the first view. At any rate he will by so doing avoid the 
somewhat fretful assumption that at a certain stage of analysis it is 
positively inconsiderate of the patient to have any castration remainders, 
or a persistent negative transference. 

Yet another example may be given of the disadvantage of artificially 
isolating stages in analysis. A rather over-conscientious candidate who 
reacted:to his control-analysis with a timidity that covered a good deal 
of resentment was in the habit of preparing for his ordeal by bringing 
a stout volume of notes, carefully indexed in accordance with the 
patient’s family relationships. To any inquiry as to the patient’s 
attitude to his father, he would respond by flipping over the pages of 
his diary till he came to the Father section, and then giving his 
control-analyst an exhaustive account of the situation. Discounting for 
the moment the obsessional ambivalence of this procedure, it neverthe- 
less represented a quite legitimate approach to the problem of stages in 
analysis. In fact it reminds us that there is yet another method of 
classifying stages in analysis, one in which dynamic and structural 
factors. can be taken into account simultaneously. Transference 
(dynamic) phases in analysis can certainly be subdivided in terms of 
family relationship, and it is always interesting to note the order of 
emergence of mother, father, sister or brother imagos (later, trans- 
ferences). They can also be classified in accordance with the order of 
emergence of identifications or introjections (a structural factor). 

Even the alternations of transferences and identifications are of 
historical significance, and the cessation of violent swings is one of the 
indications that ego-analysis is approaching termination. Unfortunately 
only a minority of cases exhibit these stages very clearly, and the 
frequent overlapping of identifications introduces an element of con- 
fusion. So on the whole, we must keep only to the broadest conception 
of stages, using it from time to time to assess the progress of analysis. 
The best attitude to maintain is one of expectant interest in situations 
which, although they haye much in common, unfold in a great variety 
of unanticipated ways. 

But although the delineation of phases of analysis is at best dia- 
grammatic, and is constantly blurred by repetitions, alternations and 
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regressions, it is a habit that repays cultivation. In course of time it 
leads to the development of a sense of movement perhaps one of the 
most valuable assets in analytic practice. The phrase is inadequate in 
many respects, but it serves to suggest the dynamic nature of the 
process, the progressions and regressions of libido that occur (for if 
libido can regress it can also advance), the development and recession of 
transferences, the synthesis of jarring identifications. A sense of move- 
ment likewise enables us to measure more easily the various obstruc- 
tions that impede the analytic process, and in particular to detect in 
good time that condition of slow stale-mate that is so often the hall- 
mark of the unsuccessful analysis. 

One more point deserves consideration here. It is desirable for the - 
commencing analyst to have some appreciation of the strength of the 
instinctual forces with which he is confronted. In his earliest descrip- 
tion of the relation of the ego to the Id, Freud compared it with that of 
a rider astride a horse. He was of course careful to emphasise the 
original identity of the systems, the ego being a highly specialised part 
or cortex of the Id, but the comparison is suggestive. James Glover 
used to say that the attitude of the analyst to his case should be that 
of an onlooker who sees a baby perched on an elephant, trying to 
convince itself that it is master of the situation, yet compelled to give 
terrified acquiescence to any change of direction initiated by the more 
powerful locomotive force beneath it. At any rate, it promotes under- 
standing to regard the ego as a dependent organisation and to treat 
the instinctual drives of the id with respect and caution. 

At the same time one should not allow oneself to be unduly in- 
timidated by these considerations, still less to conceive that the analytic 
process is or ought to be an all-powerful regulating system. That past 
master in the finesse of analytical technique, the late Hanns Sachs, 
used to comfort his colleagues and candidates by saying that even the 
deepest analysis did little more than scratch the surface of a continent. 
And, no doubt, the most suitable reaction lies between these two 
extremes, viz. to regard analysis as a dynamic process, which borrows 
and manipulates for its own purposes some of the forces that originally 
gave rise to the development of the ego, and at the same time is 
limited and hampered by the same mechanisms as once helped to 
preserve the ego from its unconscious taskmasters, the id and the 
super-ego. If we can increase our capacity to regulate the process by 
recognising well-defined stages of it, so much the better; if not, we 
can always fall back on purely empirical criteria of progress. In neither 
case should we hamper ourselyes by hard and fast preconceptions. 


CHAPTER II 


THE OPENING PHASE (1) 


H.. postulated an opening phase the 


outline of which is determined less by the conditions of psycho- 
analysis than by the spontaneous reactions of the patient, we are now 
under obligation to describe the main varieties of opening movement as 
they are likely to be observed by the commencing analyst. Before doing 
so, however, we must deal with a problem that confronts most traini ng 
candidates, to say nothing of those qualified analysts who, either 
because they have no medical degree or because they do not care for 
the work, or for any other reason, have no consulting practice. 
Whereas the consulting analyst has the advantage of selecting his own 
case after a thorough examination during which he has not only 
arrived at a provisional diagnosis but estimated the prospective 
patient’s therapeutic drive, the candidate in training has to make shift 
with cases chosen for him after a relatively brief out-patient examina- 
tion and not always very suitable to his requirements. Knowing 
nothing at first hand about the case, he is nevertheless aware that 
once a diagnostic examination has been made and treatment recom- 
mended, it is undesirable for the patient to repeat the emotionally 
strenuous experience of a prolonged anamnesis. The solution of the 
problem must therefore be in the nature of a compromise. Although no 
attempt should be made to probe the case, it is advisable as a prelude to 
the first session in all transferred cases to hold a brief and informal 
consultation during which patients are asked to give the reasons why 
they sought advice in the first instance. 

To carry this out successfully he should have. some experience of 
analytical methods of consultation, a part of his training which, 
incidentally, is too often neglected. What distinguishes an analytical 
consultation from other forms of examination is the fact that, in the 
first place, the patient is encouraged to tell his own story. The organic 
physician in his anxiety to clinch the clinical diagnosis, can afford on 
most occasions to keep his patient ‘to the point’, regardless of the 
psychological tensions he produces thereby. The patient more often 
than not goes away in a state of emotional suppression. At the very 
best, his own views and theories haye been met with an indulgent 
indifference, and he resents the tacit assumption that his relation to the 
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apart from non-committal social gambits, the first real move is up to 
the patient, and many useful deductions may be drawn from his 
bearing, mannerisms and the order in which his story unfolds. But in 
the consultation, especially when it is essential to arrive at some 
immediate diagnosis, we can see that some interference is also neces- 
sary. The patient has been unconsciously repenting his temerity ever 
since he rang the bell, and we may be sure that there will be a good 
deal of condensation, displacement and secondary elaboration in his 
statement of the case. A few leading questions will usually serve to 
uncover the existence of symptoms or peculiarities or conflicts, as far 
as it is necessary or possible to do so. Even where an interview with a 
parent is a preliminary to actual consultation with a child, and where 
one is free to go into the whole question, it is advisable to adopt the 
same attitude, to encourage free association, following this up by 
purposive questioning. Even so, the results of direct interrogation are 
by no means dependable. I remember being consulted by a mother 
with regard to the desirability of having her young daughter analytic- 
ally examined. The case presented a quite serious reality problem, and 
the history as she related it indicated apprehensions on the part of 
various school authorities concerning the girl’s sexual development and 
practices. I drew her attention to this in the later part of the interview 
with no result. Next morning a letter arrived stating that she had 
forgotten to tell me the girl had contracted the habit of masturbation, 

Needless to say this interrogative form of examination is omitted in 
the preliminary interview with transferred cases. There is no point in 
probing for material which will in any case emerge during the course 
of analysis. Apart from permitting a brief diagnostic résumé, the 
preliminary interview should have two main aims, first, to confirm 
the patient’s conscious readiness to be analysed and second to settle 
the various practical details that are essential to its smooth conduct. 
To which may be added the by no means negligible advantage that, 
Where cases are transferred, a prelitninaiy interview may help to 
modify to some extent the patient’s conviction that the analyst to whom 
he has been sent is a second-rate makeshift, 

Regarding: the various practical details, these comiprise miatters 
which if neglected may, at a later stage, lead to sharp transference 
reactions of a negative type, sometimes to a positive deadlock in the 
analysis. The list includes: number of sessions per week, length of 
session, the question of a fixed or varying hour of atteidance, number 
and duration of holiday breaks, fees, method and time of payment, the 
problem of ‘cancelled’ sessions and the preferred mode of emergericy 
communication between analyst and patient. On these and similar 
points it is well to have a settled policy and to leave the patient in no 
doubt regarding it, So long as the details are arranged with reasonable 
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elasticity and so long as the analyst does not attempt to convey the 
impression that all practical arrangements are solely for the con- 
venience and benefit of the patient he is not likely to lay up too much 
trouble for himself, There is no point in pretending for example, that 
arrangements about fees and times of appointment have nothing to do 
with the analyst’s own requirements and convenience. In any case 
only a patient who was already indulging the illusions arising from a 
spontaneous transference would believe it. 

Regarding the number of weekly sessions, this is a matter which, in 
the case of candidates undertaking ‘controlled’ analyses, and, as a 
rule, also in the case of qualified analysts taking ‘transferred’ patients, 
has already been settled by the first consultant. Only where the 
analytical consultant selects his own cases for treatment may the 
possibility of variation arise. The original practice followed on the Con- 
tinent was to give six weekly sessions each of one hour’s duration, 
This more Spartan régime did not, however, withstand the impact of 
the British week-end habit; a five-session week became the general 
practice in this country, the Saturday half-day allowing a six-session 
week for a few selected cases only. In course of time the sixty-minute 
session was reduced by many analysts to fifty minutes, occasionally to 
forty-five minutes. Strictly speaking, this ought to have reflected a 
growing conviction that the shorter session is the optimum length. The 
fact, however, that, by making this reduction, the analyst could in- 
crease his case load without making serious inroads into his time, is 
probably the more accurate explanation of the change. Without being 
too dogmatic on the subject, it may be said that whereas an adequate 
analysis can be carried out using a five-session week of fifty minutes’ 
duration, any further reductions should be viewed with suspicion. 

It is precisely on such points that some integrity of thinking is 
demanded of the analyst. It is quite true that where necessity demands 
effective work may be done on a four-session week. This was clearly 
established during the war when for one reason or another full-term 
analyses were not always practicable. It is also true (although seldom 
believed either by patients or non-analytical psycho-therapeutists) that 
the shorter the analysis and the fewer the number of sessions, the more 
lucrative the analyst’s practice. (A lengthy analysis almost invariably 
inyolyes a lower fee-scale than a short analysis.) The questions for the 
analyst to determine are: when is an analysis not an analysis, and, at 
what point must the legitimate economic motives of the analyst be 
restricted by his desire to practice psycho-analysis proper. After all, if 
he cared to do so, a trained psycho-analyst is just as capable as, if not 
more capable than, any other psycho-therapeutist of conducting ‘short 
psycho-therapy’; and that there is wide scope for short psycho-therapy 
goes without saying. 
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From the theoretical point of view, the issue is an interesting one, 
which, incidentally, arises from time to time throughout analysis, 
particularly in relation to dreams. When, for example, does the analysis 
of the average non-recurrent dream-fragment become stale? How long 
should the average current stimulus respond to analysis? Judging 
from the analysis of anxiety dreams, we can presume an activity- 
range of forty-eight hours, although undoubtedly this dwindles 
rapidly during the second twenty-four hours, By this reckoning, it would 
seem that a ‘continuous’ analysis can be achieved despite a two-day 
break. Breaks of a longer duration would therefore come within the 
category of short treatment however long the total analysis might be 
spun out in months or years. 

‘This raises yet another question. At what point does the duration of 
holiday breaks convert a ‘continuous’ into an ‘interrupted’ analysis? 
Experience seems to show that short periods of a few weeks do not 
bring about an ‘arrest’ of the analytic situation, although new lines of 
defence have to be penetrated on resumption. Periods longer than two 
months seem, however, to bring about some of the reactions ordinarily 
noted in the terminal phase, and beyond that period the analysis can 
scarcely be regarded as more than an ‘interrupted’ type. By way of 
contrast, however, it may be noted that unexpected breaks in the 
analysis have more regressive effects than those pre-arranged breaks 
due to the analyst's need for a holiday. The analyst should therefore 
have some estimate of his own working capacities and make quite clear 
to his patient that the length of his holiday is determined as much by 
his own needs as by the ideal conditions of analysis. 

Most of these preliminary arrangements are, however, comparatively 
easy to settle, with the outstanding exception of the policy regarding 
cancelled sessions. ‘There is a general tendency amongst analysts to 
follow Freud’s recommendation in this matter, namely, that the 
analyst should make clear he is ‘letting’ his time irrespective of actual 
attendances by the patient. On the other hand, not a few analysts of 
ripe experience have considerable qualms over adhering strictly to this 
practice, and they naturally tend to compromise, for example, by 
charging only for last-moment cancellations. Admittedly the sticklers 
for procedure can argue that many cancellations, including even those 
apparently necessitated by the business affairs of the patient, are signs 
of resistance and should not therefore be encouraged. On the other hand 
it can be argued that a commercial traveller cannot always restrict his 
activities or change his occupation during analysis. No decision can 
be reached by such obsessional ruminations, Should the analyst feel 
guilty about the practice and should this guilt remain refractory to self- 
examination, then clearly he should not follow the strict letter of 1) 
law, but make whatever arrangements seem reasonable eet t 
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to both parties. In cases of doubt the best working rule for analysts 
commencing to fill their time-table, is to decide and act as they would 
if their time-table were as full as they would like it to be. By so doing, 
any tendency to subjective motivation will be thrown into relief. After 
all, whether their time-table is full or not, they are going to be told 
in hostile moments by would-be ‘only children’ that they have only 
one patient. 

Where the question of fees has already been settled by the consultant 
recommending the case, it is only necessary to confirm the arrange- 
ment. Where it has not been settled, the analyst must proceed to do so. 
Here again, there are two sets of sometimes conflicting interests, his 
own and those of the patient, and in the majority of cases the outcome 
must again be a compromise. One guiding rule should invariably be 
followed, namely, never to insist on a fee which is likely to be burden- 
some to the patient. It is generally agreed that a certain amount of 
financial sacrifice is fayourable to the progress of analysis. On the other 
hand many patients in their eagerness to obtain treatment are ready to 
undertake financial obligations that are excessive. If the analyst cannot 
afford to undertake the case at what is for the patient a reasonable 
rate, he should not attempt to do so. 

But here an obyious difficulty arises. The patient’s capacity to pay 
is naturally affected by the duration of the analysis, and so, in this 
preliminary discussion, the question is almost certain to arise: how 
long will the analysis last? As we shall see later, this is a point on 
which the analyst himself may be subject to unconscious bias. As far 
as the patient’s interests are concerned, there are only three possible 
replies, Either we say that we do not know, or we say that we do not 
know but that if the matter is urgent we can give them a rough 
indication after some weeks’ analysis, or we say that, whilst we do not 
know, they ought at least to budget for a minimum period. This last is 
the most unsatisfactory of replies: the minimum indicated can only be 
determined by our rough-and-ready diagnosis. We may, for example, 
tell an anxiety-hysteric that with reasonable progress the case may 
require a minimum of nine to twelve months, but suppose later on we 
encounter unexpected complications, possibly even a psychotic sub- 
structure to the hysteria, the estimate will be entirely falsified, and 
will be made a subject of reproach or depreciation on the part of the 
patient. Nevertheless, we may be compelled to give some such 
estimate, in which case it must be given subject to qualification. If the 
patient goes on to demand reasons, it is easy to show him that he is 
asking the impossible. After all, this is an occasion when we can learn 
much from the consultant who is approached on the subject of organic 
disorder. Of course the latter is considerably assisted by the fact that 
sufferers from organic illness, to begin with, at any rate, desire to be 
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treated until they are cured, and it does not usually occur to them to 
stipulate as to the length of the doctor’s attendance. If they do so 
inquire, if, for example, a consumptive in the early stages of his 
disease asks how long his treatment may last, the doctor knowing that 
in the early stages no prognosis can be arrived at may promise to give 
a rough opinion in six months (not weeks). His experience tells him that 
at the best he may have to mortgage his patient's time for the whole of 
one year and the great part of two subsequent years, but he also knows 
that at the end of five years his patient may still be under treatment and 
still with a favourable prognosis, or, again, that at the end of ten years 
he may be watching a fatal termination. So without a shade of un- 
easiness or a qualm of conscience he consults his patient’s interests best 
by giving a guarded prognosis and ample warning of the provisory 
nature of these estimates. The psycho-analyst can do no better than 
follow his example. ‘This admittedly is a council of perfection, and 
psycho-analytic practice cannot always be governed by ideal courses. 
Where the circumstances of the case necessitate a more definite 
indication, the analyst must just ascertain what sum per annum could 
be afforded by the patient, preferably from income, and fix his fees 
accordingly. 

One last point about the preliminary talk. Having discussed fees 
and the possible duration of analysis, the patient may seize the 
occasion to question the analyst regarding the method and rationale of 
analysis. Although natural enough, this is an anxiety attitude which 
has probably been given expression by a careful cross-examination of 
the first consultant. It is undesirable at this point to enter into technical 
details with which the patient will soon have first-hand acquaintance, 
and which will later on be turned to disadvantage when his more 
open resistances develop. Moreover, discussions of this sort tend to 
blur early impressions of the patient’s analytic reaction, and the best 
course is to reassure him that he is a little more anxious about analysis 
than he is aware and that, as regards starting analysis, there is no time 
like the present. And since all these preliminary details can be settled 
in a comparatively brief space, there is ample time left to open the 
first session. 

One last issue arises regarding preliminary explanations: whether 
we should intimate to the patient that during the analysis no important 
changes should be made affecting his occupational or emotional life. 
Should we also indicate that analysis should be carried through in a 
state of ‘abstinence’ and, if so, in what respects? If there is anything to 
be gained by recommending policies of behaviouristic inhibition to be 
applied ‘hroughout analysis, it would seem both natural and desirable 
to indicate them before the analysis has been set in motion. On the 
other hand it might be argued that we should avoid making a standing 
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order regarding these matters and wait till the state of analysis calls for 
it. Or, again, it might be held that no injunctions of the sort are 
desirable at any time in the analysis. None of these points can be 
settled until we have discussed fully the principles involved; and as 
we are not yet in a position to do so, I propose to delay their considera- 
tion until we investigate “active therapy’ 


Let us now assume that the analyst has himself acted as consultant 
in the first instance, decided on treatment, arranged the first appoint- 
ment and that, without any need for a preliminary talk, the patient is 
about to be ushered in for the first analytic session. No sooner does the 
door open than we are presented with our first problem in technique. 
How are we to greet him? Shall we shake hands or not? The decision 
is not perhaps momentous, but it involves consideration of certain 
principles. One at least, that of counter-transference and counter- 
resistance, we can delay for an appropriate occasion: all we need say at 
present concerning the analyst is that there are individual and 
temperamental differences in attitude which make for elasticity in 
formulating guiding rules. As regards the patient, we have to remem- 
ber that the significance of a handshake is very different for an 
hysterical, an obsessional or a depressed case. In fact it might be said 
that the deeper the patient's regression or the earlier the fixation, the 
more significant do such details of analytic behaviour become. For the 
hysteric handshake may represent a promise, for the obsessional a 
challenge, for the pathologically narcissistic type it may be an attack. 
When patients are manifestly negativistic, hypersensitive or defensive 
it is advisable to omit the procedure, and in other instances to behave as 
naturally as possible. A good analytic rule governing all fringe- 
contacts is: when in doubt behave naturally. One must remember of 
course that a routine once established cannot be broken without 
provoking immediate transference reactions. In most instances it is 
desirable not to have too formal a leave-taking at the end of the 
session. After a period of emotional stimulation, a patient may reason- 
ably hope to leave the room unembarrassed by any procedure remini- 
scent of scrutiny. Or, for that matter, by any procedure that smacks of 
ovyer-beneyolent heartiness. No more wretched technique can be 
imagined than the misguided pump-handling of patients whose 
immediate desire is to lick their wounds in privacy. In other words: 
behave naturally, but with tact and consideration, If still in doubt take 
your cue from the patient. 

In case this should be thought too trivial a matter for analytic 
attention, we may anticipate here some of the conclusions that will 
concern us under the heading of transference. The fact is that once the 
transference neurosis develops, a great deal of it is focused on such 
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minutiae of personal contact as the analytic session allows, a state of 
affairs that has some resemblance to the technique of the obsessional 
neuroses. Many patients however commence analysis with sensitive 
reactions of this kind, have indeed gone through life with a system of 
emotional ‘warning signals’ in operation, Within the analysis, of 
course, these are matters for appropriate and timely interpretation; 
but on the social fringe on the analysis, immediate interpretation is not 
practicable: hence the analyst, while recognising his patient's sensitive- 
noss, must govern his behaviour in accordance with his own natural 
capacity for easy contact. 

Whatever course is adopted, it is essential that it should be consis- 
tently carried out. An exception to this rule might arise where the 
analyst thought that the transfer of affect to the analytic situation was 
insufficient, that the patient tended to make the whole affair as im- 
personal as possible. He could then make a point of shaking hands with 
the patient. As you can see, this involves the principle of ‘active’ 
therapy and must be considered later. Otherwise a consistent and 
natural demeanour is essential during all periods when the analyst is, 
as it were, under observation, i.e. at the beginning, end of and, in case 
of interruption, during the session. The tendency of hysterical types is 
to make a convenience of these preliminary moments by easing their 
burden of phantasy before free association on the couch has com- 
menced. Certain elements are automatically projected on to the analyst, 
and sooner or later it will be found that these serve at the same time 
the purpose of giving dramatic representation to unconscious wishes, 
This is not so apparent at the very beginning of an analysis, but sooner 
or later the session's work will begin with comments of this sort, ‘why 
did you look at me in that peculiar way when I came in?’ or ‘why are 
you frowning at me—or looking severe—or worried?’ The fact is, of 
course, that the patient is really frowning at himself, lessening internal 
conflict by reconstructing a situation in which the parent taxes the 
child with guilty conduct. But it is more than a mere projection: the 
patient is also dramatising an erotic phantasy, in this case of a maso- 
chistic sort. The parent has frowned at (attacked, punished, loved) the 
child. Obsessional types do not as a rule indulge this play with the 
analyst quite so openly; nevertheless, it will be found that either in 
the waiting-room, or on entry to the analytical room, or on the way to 
the couch fragmentary phrases or compulsive words or mental comments 
on some arrangement of the room flit across their minds, to be followed 
up by a silent pause on lying down. Cases suffering from pathological 
narcissism give the impression that only an earthquake would momen- 
tarily deflect their attention from the purpose in hand, but this may be 
a false impression, Actually you may find that their attention is often 
deflected by some isolated object in the room, and that during later 
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association their minds are ceaselessly busy in an undercurrent of 
speculation about it. On occasion the march to the couch may itself be 
interrupted. One patient was in the habit of walking boldly and erectly 
to the couch, stopping on the way to warm one hand (partly paralysed) 
at the fire. He did so regularly, until once too frank a gesture was given 
by his id: having warmed his hand, he straightened himself up and 
began to march boldly out of the room, caught himself half-way and, 
with a furtive sidelook at the analyst, literally slunk on to the couch. 
Another was at first with difficulty induced to lie down: his preliminary 
protest took the form of strolling to the fireplace, warming himself 
leisurely, beaming on me with benevolent eyes and propounding the 
solicitous inquiry, ‘Well, how are things?’ My first response was a 
polite but non-committal murmur intended to convey that things were 
not unduly awry with me. As soon, however, as it became obvious that 
he was playing out time, my next step was to tell him that his solicitude 
was as much a sign of reluctance to start associating as of friendly con- 
cern. These explanations failing of effect, I then adopted a policy of 
silent observation which finally wore down his affable obstinacy. Even 
then he was by no means ‘on’ the couch in the literal sense: his right 
foot was firmly planted on the floor, giving him a reassuring sense of 
security. He had not abandoned terra firma, and should it be necessary 
to bolt he had at least a good take-off. But I was content for the 
moment with having reduced his conscious dallying on the hearth-rug: 
the couch position could wait until a later occasion. A patient need not 
be harried: there is an absorption-point for all cases: to exceed this is un- 
necessary, usually superfluous and sometimes inadvisable. 

These are, however, minor contingencies which can be overcome 
without much difficulty. More serious is the case of patients who react 
against lying down with an intensity that is either phobiac, obsessional, 
paranoiac or schizoid in type. The reaction is also observed in patients 
with strong defences against passive seduction phantasies either 
hetero- or homosexual. Admittedly such sensitive reactions are 
relatively infrequent in analytic practice, but when they do crop up, 
they compel the analyst to make up his mind whether to cling on all 
occasions to an inflexible routine or whether to relax it in exceptional 
circumstances, For this reason we may with advantage postpone 
consideration of the subject until we have dealt with transference and 
resistance, and are ready to consider exceptional cases. It is sufficient to 
note here that the smallest detail of the analytical setting is as important 
to the patient as the smallest detail of a dream is to the analyst. The 
patient reacts, in some cases manifestly, as if it were a symbol of a 
danger situation. Indeed, we cannot realise too soon that all patients, 
whether they are aware of it or not, interpret the minutiae of analytical 
life with greater and more consistent skill than does the analyst himself. 
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Under ordinary circumstances, however, we may assume that the 
new case has consented, after a significant if momentary hesitation, to 
lie down on the couch. We then lose no time in explaining the nature of 
analytic procedure, making him acquainted with the fundamental 
rule that he shall say whatever comes into his mind, irrespective of 
emotional or intellectual valuations. Analysts vary widely in their 
method of broaching this subject. Some state the rule bluntly and 
settle back in their chair behind the couch to await events. Others 
prefer to carry their patient's goodwill by giving a rational explanation 
of the rule. They may invite the patient for example to consider the 
situation of a blindfolded geologist who, sitting in a railway compart- 
ment, invites a fellow passenger in the window seat to describe the 
passing landscape exactly as he sees it. Obviously if the latter neglected 
to mention the existence of a range of hills because it was incon- 
spicuous, he might readily lead the geologist astray, equally so if he 
failed to report the presence of slag-heaps because they were artifacts or 
aesthetically distasteful. Variations in the mode of broaching the 
association-rule should depend largely on the analyst's natural attitude 
to the patient’s difficulties: they should not, howeyer, reflect his own 
past difficulties in association. Consideration for the patient is at all 
times desirable, indeed essential, but there are occasions when con- 
sideration is a vicarious form of anxiety. 

One additional point may be made here. It is as true of waking 
associations as of dream processes that the most valuable clue to the 
unconscious state of mind is their affective tone. Many patients lead 
their analysts astray by associating with equal freedom to all themes, 
painful or otherwise. There is some advantage therefore in asking the 
patient to describe his feelings as well as his thoughts, or, at any rate, 
to indicate when a particular line of thought is cither painful or 
positively pleasurable. We may be sure of course that, however well 
intentioned, the patient will straight away neglect this recommenda- 
tion, and, except on occasions when his emotions overcome him, will 
fail consistently to give any indication of his feelings. In short we may 
as well face that fact that from the moment the Jundamental rule has 
been expounded to the patient and has been ostensibly accepted by him, 
a large part of the analyst’s work will up to the last moment consist in 
an endeavour to circumvent its evasion. 

Evasion tendencies are of course more apparent in the earlier stages, 
and we may well proceed now to discuss some varieties, particularly 
those which call for action on the part of the analyst. We may consider 
first those individuals who seem to take to the method like a duck to 
water. They plunge straight into the matter and associate to all 
appearance in a commendably free manner. Or, consciously guided by 
some preconceptions of analytic aims, they produce an elaborate 
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autobiographical record; or again, evidently on the assumption that 
possession is nine points of the law, they endeavour to ensure that there 
will be no analytic nonsense about their analysis by seizing the reins, 
combining free output of associative material with a seemingly 
detached survey of what they have just produced in terms of the latest 
analytic theory with which they are familiar. This is all very well and 
good, and there is no immediate necessity to interfere: sooner or later 
the id will have some say, or ego-defences will become apparent. In- 
deed, the first indication for the necessity of early interference in such 
cases is mainly a negative one, i.e. where the flow of associations con- 
tinues uninterruptedly without any signs of defence. There is also a 
positive indication: it is a sort of eddy in the current of association, 
where the patient after covering a certain amount of ground begins, as 
it were, to chase his own tail, talks quite as fluently, but brings no 
additional grist to the mill. But even if we decide not to interfere for 
the moment we may legitimately draw some deductions for future 
reference, or at any rate make some mental notes of interrogation. Of 
these, the indications of a positive attitude, submissiveness, amiability, 
etc., are less important than the hostile tendencies they cloak. We have 
to consider the play of narcissistic tendencies, the hostility to analytic 
method implied in biographical recital, the attempt by doing their own 
analysis to hoist the analyst with his own petard, to out-Herod Herod. 
We may draw preliminary deductions as to the relative importance of 


certain phases of pre-genital development, e.g. the oral- and urethal- 
erotic implications of certain loquacious types, the anal significance of 
any tendency to round off each session with a completed narrative. In 


short, by studying the positive flow of associations already in the very 
first session we can expand or check our earlier diagnosis of the , 
patient's clinical type. This is an important by-product of the earliest 
sessions’ work, for the sooner our errors in diagnosis are corrected the 
better. 

At this point we must also check our preliminary deductions by 
observing the amount of affect that has been expressed. As has been 
indicated, this is the best measure of early difficulties. Obsessional 
types we shall soon find weaving interminable circumlocutions pro- 
ceeding in a series of loops and tangential jumps, and at the same time 
touching on certain intimate matters with a seemingly detached air as 
if they were of no particular emotional significance. Pathologically 
narcissistic cases, on the other hand, although exhibiting a tendency 
to anchor on a stereotyped set of associations, display from time to time 
a considerable amount of feeling. Hysterical types are so much governed 
by their feelings that they can scarcely be said to illustrate the difficulty 
we are considering at present, viz. the difficulty of fluent and effortless 
association. As we shall see later, their associations are punctuated with 


THE OPENING PHASE (1) 29 


emotional asterisks, and we are never left very long in doubt about the 
necessity of coming to their assistance. One particular type of case may, 
however, give rise tosome confusion, i.e. where hysterical manifestations 
are superimposed on narcissistic ego fixation. Here we may observe a 
process of circling in associations, which must be given more scope than 
in the instances previously described. Those patients’ ego systems are 
less tolerant of phantasy products, and the circling represents an 
attempt not only to distribute the affective charge more widely but 
to deal with it by a process of repetition, to which we shall pay more 
attention when considering the process of ‘working through’. To 
come back to the matter in hand, it is important to check all our 
preliminary observations of the nature associative material by an 
estimate of the amount of affective discharge. Needless to say, we 
acquire the habit of making these estimates in all cases, but it is 
essential to do so where we have reason to conclude that the patient is 
adopting the policy of the ‘stay-in-strike’, namely, to evade the rule by 
formally obeying it. 

So far we have considered the difficulty presented by too easy 
association. We may now turn our attention to those patients who find 
the association technique a stumbling-block and who either appeal for 
assistance, or without asking for help proceed in a dumb, driven sort of 
way from halt to halt. Now in regard to offering assistance, two things 
have to be remembered: the first is that in some way or another all 
patients coming to be analysed require assistance, and the second is a 
precautionary consideration. All patients, in their unconscious anxiety 
to be freed from the discomfort of free association, may be depended 
upon to try turning the tables on the analyst, and this will be achieved 
if they can get him to abrogate his own rule, making it easy when it is 
plainly not easy, talking when they wish to be silent or encouraging 
them at the beginning to follow up some line of thought which appears 
analytically promising. The difficulty is to combine these points of 
view. Of course it is clear that the only real assistance one can give is 
that of accurate interpretation at the appropriate moment; but at the 
commencement of analysis the opportunities for effective interpretation 
are few and far between. What we are more concerned with is the 
necessity to “get them going’. When one is asked innocently ‘How shall 
I begin? Shall I tell you the story of my life?’ etc., the answer is easy: 
‘If you like, start in that way provided you carry on in accordance with 
the rule’. This they will soon find is not a very material concession, 
and all so-called concessions which automatically set the rule in 
operation may be included under the heading of legitimate advances 
in difficult cases. But how are we to judge of true difficult cases? At 
this stage of the proceedings we may be content with the following 
rough indications (1) where it appears that the patient is suffering 
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from acute anxiety and apprehension, (2) where there is evidence of 
profound emotional disorder, as for example in marked depression and 
(5) where there are signs of general ego-disorder leading to a marked 
degree of withdrawal from external contacts. In any case one should 
not too readily weaken the strength of one’s own position, which lies in 
listening, even to silences. In the average case more will be gained by 
waiting, with at the most monosyllable encouragement to speak. 
Incidentally, the encouraging ‘yes’ should be reserved for occasions 
when encouragement is called for and when it is appreciated. Patients 
are quick to spot a spurious parental tolerance or condescension (or 
impatience) behind the superfluous ‘yes’ and to resent what they 
regard as pure smugness of attitude on the part of the analyst. 

Now there are certain cases which seem to defy all rules and where 
decision as to the course to pursue is exceedingly difficult. There are 
cases sent under duress, i.e. through the importunity of friends who, 
having been analysed themselves, are not content until they have led 
sundry acquaintances to the analyst’s doorstep. In the case of minors 
this cannot very well be avoided, but there are many adult character 
cases whose negativistic incapacity for marital or social adaptations have 
irritated their friends to the point of exasperation and who in conse- 
quence have been roundly advised to ‘go and be analysed’. Strictly 
speaking most of these goaded cases should have been weeded out on 
consultation, but there are some who though patently unwilling to be 
analysed cannot be dismissed in this summary fashion. In such in- 
stances the analyst’s first course should be to uncover the patient’s 
initial reluctance, to make clear to him that he is being analysed not 
for his friends’ but for his own sake, and that in any case the analysis 
can be discontinued at any time by mutual consent. 

Assuming, however, that he is willing to carry on, we must decide 
forthwith along what line we should follow. It is, I think, agreed 
that the most important factors operative in such character cases are 
twofold, the intensity of unconscious guilt readiness and what is 
tantamount to the same thing, the ‘instability’ of super-ego formations. 
Such patients are notorious projectors, seeking to protect themselves 
from anxiety and guilt-conflict by becoming involved, mostly in a 
negativistic way in real crisis, which, they maintain, are initiated 
by external objects. This massive projection cloaks the guilt-situation 
and at the same time involves a punishment system which, although 
directed by the patients towards these external objects, ends by 
injuring themselves. This, by the way, provides us with a useful 
prognostic criterion during consultation : for unless the self-punishment 
behind the externally directed negativism of the patient is felt or 
can be demonstrated to be irksome to him, there is no point in begin- 
ning an analysis. 
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We can see that such a patient has every unconscious reason to fight 
shy of analysis, that this combination of unconscious guilt-feeling and 
hostility will produce the most obstinate of all resistances, and that in 
some respects his ego-organisation has a dangerous resemblance to that 
of the psychotic. Our policy must then be to abandon the expectant 
method we adopt in less difficult cases and at the earliest moment to 
alleviate the more immediate manifestations of guilt, following this up 
by interpretations of unconscious phantasy, which we should otherwise 
delay until a more favourable moment. In the first instance we direct 
our attention to the patient’s unconscious ego attitudes, focusing them 
in consciousness, whilst in the second we deal with the phantasy 
material which provokes these attitudes. Here we have our first hint 
of the difference between ego-analysis and libido analysis. Now the 
manifestations of guilt may be easy to demonstrate from the patient’s 
varying reaction to different types of association, or, as is more often 
the case, the guilt is cloaked by his projections. In the latter instance all 
we have to go on is direct or indirect evidence of hostility to the 
analysis. Having ventilated the hostility, we must then demonstrate 
its defensive significance, going on to indicate what appears to us to be 
the most immediate source of unconscious guilt. 

But what if the patient doesn’t speak, or speaks hardly at all? For 
these are cases which despite a fairly communicative consultation, find 
themselves at first quite unable to follow the association rule. Should 
we rely mainly on encouragement or should we try to get round the 
difficulty by interpreting to the patient whatever appears to be the 
most likely source of his defensive attitude? The answer depends 
partly on the diagnosis of the case: whether, for example, the difficulty 
is due to a phobiac reaction of an hysterical type or to suspiciousness of a 
paraphrenic type; and partly on the natural reactions of the analyst in 
the face of difficulty. Some analysts are by nature encouraging; others 
prefer to stand or fall by the analytical rule; and again, others have a 
penchant for rapid interpretation. Each of the methods has its draw- 
backs. Too much reassurance may lead the analyst to abrogate his own 
rule. Having established the habit he may find it a difficult one to 
break, in which case the analysand may continue to ration his associa- 
tions in accordance with the amount of reassurance given him by his 
analyst. On the other hand, rapid interpretation at this stage is, as a 
rule a gamble in probabilities, and falling back on a ritual silence is 
sometimes a counsel of despair. On the whole, an elastic attitude is 
desirable. It is certainly our duty in the first instance to be as reassuring 
and encouraging as is possible, coming, as it were, part of the way to 
meet the patient but resuming the passive, receptive attitude when he 
makes any tentative advance. Failing any result, we can then make an 
explanation more interpretative, checking the process, however, by 
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some direct inquiry. The patient after all may be able, if tactfully 
questioned, to give some indications of the cause of his silence. The 
safest question is naturally directed towards earlier difficulties in 
communication within the family circle, and a transference interpreta- 
tion particularly a negative-transference interpretation is sometimes 
sufficient to overcome the difficulty. Should, however, the difficulty 
persist, we can then resort to the direct interpretative method, 
interpreting freely whatever fragmentary ideas are presented to us, or, 
in the absence of spoken associations, any actions or positive inhibitions 
of natural action we may have observed. The situation is in fact very 
similar to that existing in the analysis of small children where play- 
action provides the most fruitful focus of interpretation. 

Difficulties of this kind often indicate deep or acute conflict over 
libidinal activity, the existence of which may already have been indi- 
cated by a reluctance to lie on the couch. A patient whose silence was 
at first extremely persistent was in the habit of letting his hand steal 
out to the side-table where he fingered a cylindrical cigarette box, 
occasionally lifting it up, examining it, setting it down again rather 
hastily. Knowing, from his consultation, his obsessional difficulties, it 
was not hard to indicate the existence of a focal infantile masturbatory 
conflict. Another was at pains before lying down to adjust with meticu- 
lous care the cushions and foot cloth. He then lowered himself on to 
the couch as if either he or the couch were made of spun glass. As 
might be expected all this was greatly overdetermined, and interpreta- 
tion ranged from the existence of overmastering jealousy, fear of 
sexual contact, and a protective ritual designed to prevent injury either 
to the analyst or to himself. These essentially transference interpreta- 
tions were, however, checked by questions leading back to his own 
family history. In any case, whether we are content to try reassurance, 
proceed gradually to focal interpretations or have immediate recourse 
to transference interpretations of heavily charged unconscious attitudes, 
the main point is that in the opening phase we should never get far 
away from passive expectant attitudes and that we should avoid at all 
costs developing a stereotyped attitude to the patient association- 
responses. All I have dealt with so far is the extent to which we may 
depart from it in order to get things going. I can think of no more 
trying experience for the commencing analyst than to have to deal 
with a really obstinate silence. By way of comfort to those who are 
exposed to this regrettable contingency I can only quote the ex perience 
of Abraham who at the height of his career had to deal with a schizoid 
case who refused to talk. After three weeks of silent conflict, the patient 
got up off the couch, uttered one (unprintable) word and took his 
departure. 

Now it will naturally occur to you to ask: why not just tell the patient 
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he is resisting? Obviously there must be some strong hostility under- 
lying his attitude to association. The reason I have not mentioned the 
word so far is partly one of convenience, viz. that I hope to give a 
general view of resistance under the caption of defence. But there is 
also a practical reason. It is quite true that the difficulties presented at 
the beginning of the analysis are resistances: as Freud has said, ‘ Any- 
thing that interferes with the course of the analysis is a resistance.’ 
But to say to a patient at the outset of analysis that he is resisting is not 
only to focus his attention on a theoretical concept before he can under- 
stand it: it is an attempt to remove an obstruction by means of a 
cliché, One might as well say to someone who blinks his eye in a 
sandstorm, ‘Your conjunctival reflex is working, please keep your 
eyes open.’ After all it is the function of the ego-system to resist, and 
indeed one of the indications that we must be on the outlook for resis- 
tances is the fact that no signs of resistance appear: e.g. the case of 
fluent associating. In fact it pays to fight shy of using technical terms 
at any time in the analysis. The result is usually to provide a few more 
toys for the constant process of defensive word-play which all patients 
indulge in to some degree. An accurate interpretation is much more 
effective than a reference to ‘resistance’, which is usually felt to be 
an accusation and, indeed, in some cases is little more than an expres- 
sion of the analyst’s exasperation. The explanations we give at the 
commencement of analysis should where possible embody some inter- 
pretation along with reassurance, and it is here that the usual methods 
of expressing early unconscious defence can be ventilated. Theoretical 
conceptions are sometimes necessary, but may be employed with more 
effect when a whole position has been uncoyered and when it is con- 
venient to assemble the representatives of a complex or defensive 
mechanism. I would suggest that the word ‘complex’ or the use of 
special nomenclature such as ‘the castration complex’ should, if at all, 
be used only when we are ready to demonstrate the meaning and 
purpose of the particular complex, and that terms such as super-ego, 
id, etc., which are merely theoretical conveniences for the analyst, 
should not be used at all. This, by the way, applies also to the analysis 
of candidates in training. 

Up to now we have been occupied solely with examples of special 
difficulty which may arise at the beginning of analysis, and have 
neglected to pay any attention to opening phases of an uneventful 
type. Experience gained from the study of difficult cases stands us in 
good stead, however, in the handling of ordinary types. It is rare to 
find a patient proceeding quite smoothly through the opening phase 
up to the point when what we shall later describe as the transference 
neurosis develops. Observation shows us that the same mechanisms are 
at work as in refractory patients, and making due allowance for 
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difference in degree, the same methods are used in overcoming 
obstacles. When the flow of association is choked by embarrassment, 
we share with the patient the discovery of an unexpected or at least a 
reinforced ego defence. We reverse a projection here or explain an 
identification there. When after stumbling utterances on, let us say, 
the subject of masturbation, the patient dwells on the obnoxious 
characteristics of authoritative figures in his environment, their 
tendency to unwarranted interference or unfair criticism, we are able 
to relate these reactions to the immediate stimulus, to touch on the 
defensive side of hostile reactions to ourselves, and to connect hostility 
with anxiety. These are of course interpretations and operate as such, 
but we have not been under the necessity of making deep interpreta- 
tions of unconscious phantasy, and the patient is reassured by what he 
regards as encouraging explanations. This, for the moment, is the effect 
we wish to produce. Each explanation should give just the right amount 
of impetus, should guide the patient deeper into the current of 
spontaneous association, before he has the opportunity of taking fright 
and darting back to the bank in a state of suspicious and hostile panic. 


CHAPTER III 


THE OPENING PHASE (2) 


E is now high time to practise taking stock of 
the analytic situation. How far have we progressed, what have been 
the mechanisms involved? We will assume that either spontaneously or 
as the result of our assistance the patient has been ‘got going’. We may 
assume further that he keeps going for some time. What has he given 
us and what are we to do about it? It is safe to assume that the patient 
has delivered himself of a good deal of pre-conscious material, including 
often a fairly systematic account of his life-story with, in many 
instances, the significant omission of any reference to his symptomatic 
history; he may also have ventilated a number of painful emotional 
experiences, as a rule of a fairly recent date; he may even have shed 
some of his most shame-making memories either social or sexual, and 
admitted with varying degrees of reluctance the existence of some 
obnoxious character-traits. In course of doing all this he may have 
presented us with a number of what we shall later recognise to be 
screen-memories. All these details we shall treasure for future reference. 
What we are more concerned to observe, however, is a tendency of his 
associations to drift in some direction or another. Sometimes the direc- 
tion of this drift is quite apparent, at others it can only be inferred from 
negative indications. Let us take, for example, manifestations of the 
castration complex, From the beginning we may have observed that 
whilst the earlier part of the session has covered a wide range of 
subjects the latter part has persistently dealt with ideas of injury, 
mutilation and imperfection, mental or physical, together with 
feelings of hopelessness, pointlessness, and the like. Or we may have 
observed that whenever an association pointed in any of these directions, 
a significant pause occurred or an obvious switch in the associations 
was made. But although we may have already suspected the existence 
of this undercurrent of sexual anxiety from characteristic reactions 
exhibited at the actual consultation or first interview, our main objec- 
tive has been the free expression of this state of mind and its associated 
material. It is not yet time to drive home by interpretation the exact 
significance of such a drift. For one thing, we do not yet know enough 
of the patient’s development to do so in any useful or convincing way. 
We may seize a favourable opportunity of calling his attention to 
sexual anxieties of the existence of which he is unaware. But we cannot 
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localise these exactly, and until we can do so it is better not to prejudice 
the situation by giving interpretations based merely on theoretical 
probability. 

To take another example: we may have observed that although the 
patient time and again sets out to give us an orderly account of various 
remembered phases of his family development, his associations 
repeatedly drift in the direction of his relations with one particular 
member of the family circle and, usually, to one particular period in 
these relations. The emotions displayed during this recital may also 
tend to become fixed and repetitive, indicating either a marked 


positive, negative or ambivalent attitude to the family figure in 
question. Or again, we may find that, however wide the scope of his 
associations, they seem in the long run to illustrate some fixed attitude. 


This may be either of a positive kind suggesting a prevailing type of 
gratification or pleasure, or may be negative, e.g. feelings of hurt, dis- 
appointment, impatience, anger and the like. Gradually we observe 
that the very expressions, the similes, analogies and illustrations he 
uses indicates a prevailing type of instinctual interest, that in fact the 


patient is fixated either through gratification or trauma at one or other 
of the infantile phases of libido-development. 

All these observations are of course of the utmost significance, and 
as they have been made during the first spontaneous phase of the 


analysis serve as guiding posts throughout the whole of the analysis. 
But unless the drift leads to a cathartic discharge of emotion in one 
specific setting, in which case we may assume that we are touching 
on an important psychic trauma, it is a mistake to attempt to pin the 
situation down by premature detailed interpretation, however 
accurate it might be. The immediate aim of the analysis is spontaneous 
yentilation and until signs of resistance appear we have no cause to 
interfere. We may not indeed be able to do so with effect until the 
transference-neurosis has been established. 

But, you will legitimately ask ‘Have there been no signs of transfer- 
ence already?’ Most assuredly: the decision to arrange a consultation 
was in itself evidence of a transference situation, and at that consulta- 
tion the decision to undergo analysis was affected by current transfer- 
ences, which were, on balance, of a positive nature. Patients with a 
predominantly negative transference may go so far under the original 
impetus as to arrange for analysis, but are liable to write a week later 
postponing the step on various rationalised grounds. They rarely come 
back. Interestingly enough, this outcome is commonest in patients who 
have come to consultation because of a current emotional trauma, for 
example, being jilted or having made an unsatisfactory marriage. 
Their immediate motive is to find some means of liquidating the 
trauma, And as soon as they gather that analysis is not a sovereign 
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remedy for real traumata, they ‘discover’ that perhaps after all they 
can get along without it. 

When the actual analysis begins, the balance of positive transfer- 
ence of a spontaneous sort, the ‘floating’ positive, we might say, has 
enabled us to get through many of the initial difficulties, and our 
interpretative labours have been directed largely towards manifesta- 
tions of the ‘floating’ negative. These are yery vague and elastic 
terms, and there is no essential distinction between transferences in 
earlier and later stages, but I feel convinced that the first crists in 
analysis occurs at the time when these preliminary transferences mergein 
an imperceptible way with the transference of affect brought about 
specifically by the analytic situation and its fundamental rule. At this 
point symptoms may improve, sometimes disappear, or previous 
signs of hostility may begin to exacerbate: in fact, it is at this point that 
analyses are often broken off. A patient may feel better, seem to have 
gained his objective and goes his way in seemingly grateful rejoicing. 
At the end of two months’ analysis an obsessional patient who had for 
many years been crippled by inhibitory rituals, intimated that his 
symptoms were beginning to lift. A week later, having in the mean- 
time decided to set up house with his mother, he discontinued his 
analysis on the grounds that his neurosis had disappeared. An accidental 
meeting some thirty years later elicited the fact that his obsessions 
had in fact completely disappeared and that apart from a transitory 
phase of depression, following his mother’s death, he had led a com- 
paratively happy andsymptom-free existence. Or, again, the patient may 
find that he wants to get married and must save up: or he establishes some 
unconscious homosexual attachment and finds analysis ‘very interest- 
ing’, but of no great moment. Or he finds that he wishes to take up a 
fresh occupation precluding his attendance at analysis: or he feels that 
his symptoms have a purely physiological basis which requires priority 
of attention. He may, in short, produce some one or other of the many 
forms of diverting libido from the analytic situation, and, in default of 
these, simply indicates that he will no longer continue his attendance. 
Such patients provide some of the most interesting material for 
reflection and investigation, quite sufficient to compensate for any 
tendency on the part of the commencing analyst to regard his career as 
shattered. After all he can take comfort from at least one consideration: 
he has been prepared to go on. He has not had resort to those large 
gestures of defeat beloved by his clinical colleagues. He has not sent 
his.patient on a voyage or to the country or to an organic physician, 
or insisted on electro-therapy, or exploded his resentment by roundly 
abusing his patient’s tardiness in recovery. 

But, to come back to the subject of drift in associations, it will be 
seen that this is simply one of the varieties of movement in analysis 
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to which reference has been made in an earlier chapter. One can speak 
also of the thread of associative, although, like most structural 
expressions, this term cannot conyey the fluidity of the association 
process. As has been indicated, the association rule is intended to free 
the mental apparatus, as far as is possible in waking hours, from those 
secondary processes and elaborations which serve to conceal /atent 
content. As soon as it is set in force unconscious mechanisms begin to 
exert a more manifest influence on ideations. That the drift of 
associations at the beginning of analysis is almost always in a backward 
direction, is due to the operation of the mechanism of regression. This 
is not surprising, since, particularly in psycho-neurotic conditions, the 
factor of frustration has already led to a regressive flow of libido. The 
existence of psychoneurotic symptoms is itself an indication that 
regression has already reached infantile levels, where its further course 
is determined by the nature of unconscious fixations. Moreover, in 
neurotic cases these fixations were originally intensified by traumatic 


experiences. Hence, when the regressive flow reaches this point 
defensive measures begin to operate. The regressive moyement is 
either checked by repression or by a forward displacement, which may 


ultimately develop in the form of a projection. The opening movement 
in analysis therefore expresses four spontaneous tendencies, a specific 
backward drift in the associations, the interruption of this backward 
drift by various unconscious mechanisms, a tendency to anchor at one 
set of psychic situations, and the beginnings of a forward drift that will 
become more apparent during the transference neurosis, The first of 
these tendencies is determined by the prevailing instinctual interest: 
the anchoring of associations is largely a fixation factor, mostly of a 
traumatic nature: the interruption of spontaneous drift and the 
forward impetus are responsible for what we call resistances. Needless 
to say, these spontaneous tendencies are of the utmost significance, 
indicating as they do where the specific conflicts of the patient lie. 
They are of much greater importance than the various systematic 
details of his life history which the patient has been concerned to 
present and their early recognition constitutes one of the analyst’s 
greatest assets. 

It follows that the analyst’s main purposes in the opening phase is 
to set the analytic situation going, to remove obstacles from the 
progress of association, to permit unconscious drives to influence 
selectively the flow of ideas, to observe the operation of the pleasure- 
principle in promoting phantasy and of the infantile reality-principle 
in inhibiting phantasy. Incidentally, the sooner we are able to estimate 
the patient’s natural capacity for phantasying the better. This varies, 
of course, with the type of case. The anxiety-hysteric, for example, 
has a capacity for vivid phantasy which, however, is subject to massive 
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interference by repression. The obsessional case as a rule does not 
phantasy freely and such efforts as he makes bear the stamp of ritual 
thinking. The depressive case does not at first phantasy freely although 
his silences are invariably pregnant with meaning. 

Naturally the drifts in association with which we are concerned are 
not constituted exclusively of phantasy products. Particularly in cases 
which do not manifest any classical psycho-neurotic symptoms the 
subject matter of the associations may appear to be mainly realistic 
in nature, they may even be concerned exclusively with the trivialities 
of everyday life: nevertheless, whether phantastic or realistic, im- 
portant or unimportant, once subject to the associative process these 
presentations cannot but order themselyes in some specific emotional 
direction. Indeed, it may be said that particularly where no classical 
symptom-formations are present to indicate the fixation period, the 
characteristic drifts of association are of the utmost diagnostic as well as 
of prognostic significance; and in course of time it is not hard to dis- 
cover which is specific for any given case, e.g. the various types of 
unconscious homosexual conflict, sado-masochistic and other pre- 
genital fixations, ambivalent object relations, or a variety of narcissistic 
ego-organisations. 

With these characteristic differences we shall be concerned later. 
And I would like also to defer till later any systematic consideration of 
defences, in order that we may get a grip of the essential identity of 
various defensive functions. Not that I wish to give the impression of 
underrating early defences, for example, when I say that a critical 
point arises during the opening phase of analysis, I do not intend to 
suggest that the crisis cannot be anticipated or overcome, as if the 
analyst had nothing else to do but to set the wheels agoing, remove 
obvious pieces of grit and trust to luck for the rest. In many cases the 
work done in furthering association will in itself be sufficient to carry 
the patient over the first stile; and perhaps it might be said that the 
optimum amount of interference in the opening phase is that which 
keeps the associations going and at the same time yentilates the 
defensive hostility to analysis (and therefore to the analyst) produced 
by their progress. But in a varied analytical practice we have to budget 
for every variety of refractory case, especially for patients whose 
defences to analysis are almost but not quite insuperable. These by the 
way, should be distinguished from the exceptional cases we have al- 
ready described as presenting extreme difficulty in associating at the 
very outset of the analysis. In a sense the latter may be said to have 
started analysis in a crisis, and, once their difficulties have been over- 
come, do not as a rule cause much trouble when they arrive at what I 
have called the critical phase. As we shall find in discussing resistances 
generally, it is trueto say that the toughest and most effective resistances 
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are silent. It is often the case that at the beginning of analysis 
we have no valid criticism to make of the Operation of the association 
technique. The patient is neither too ready nor too inhibited. He 
talks on the whole freely, but we have the feeling that the entire 
process is artificial, that he is as it were setting his teeth to carry out 
an experiment and that he is determined that the experiment will 
fail, though from no ostensible fault of his. But if we examine the 
situations depicted in his associations, we see that although they have 
to do mainly with current or recent observations, they represent an 
attitude of anxiety, as if he were trying to ward off some danger. Or 
again, the general themes are of a kind which if closely examined are 
found to deal mainly with situations of submission, authority and 
discipline. To take a third example: the type of association may be 
beyond reproach, yet there are yarious minor indications that the 
patient is tentatively trying to see how far he can go in subverting the 
analytical routine. He innocently inquires how far some previously 
projected journey will interfere with some future appointments or 
whether accommodation will be made by the analyst in case of office 
difficulties and so on. 

Now the attitude of the analyst in the face of the last-mentioned 
situation is perfectly clear. His diagnosis and recommendation of 
treatment was an earnest of his view that the first necessity for the 
patient was psycho-analysis, and he must consistently maintain the 
attitude that analysis comes first. But to be consistent does not imply 
that the analyst should convert the analysis into a disciplinary process. 
He should be ready to recognise freely whatever realistic difficulties 
the patient may have to overcome, and his explanations of the defensive 
nature of the patient’s resistances should be as convincing to himself as 
to the patient. 

This enables us to amplify our description of the analyst’s objective 
during the first phase of analysis. He has not only to get things going 
and deal with immediate obstacles, but he has to keep in mind that 
the whole of his patient’s preliminary attitude to analysis is a natural 
exhibition of defence against the arousing of anxiety. Now the 
process of analysis, by giving free scope to unconscious presentation, is 
a priori calculated to stimulate all the possibilities of unconscious 
anxiety. This is only in part allayed by the favourable conditions 
present in analysis and by the non-critical attitude of the analyst. 
Where the general signs indicate that the patient is burdened by 
extreme neurotic anxiety, it is our policy to come forward with 
explanations which will tend to relieve him. In other words, if a 
patient should break off analysis during the opening phase, the more 
accurate description is not, ‘he was too resistant’ or ‘narcissistic’, but 
rather, ‘his anxieties were too acute’, 
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It is increasingly difficult to keep the word ‘resistance’ out of this 
discussion: one can scarcely mention any of the factors which operate 
in the opening phase without immediately thinking of a type of 
resistance originating from the same source. And when we start 
thinking of one type, we can see more or less conclusive evidence of the 
operation of every other type. Nevertheless, it is quite reasonable to 
expect that if we talk of an opening phase we should be ready to 
indicate the main mechanisms which goyern therapeutic success or 
failure during the phase. 

I would suggest that there are two main therapeutic factors operative 
in the opening stage. The first we have already mentioned in reference 
to the eritical phase, the allaying of anxiety, and the second is the 
influence of the analytic situation in modifying the super-ego, The 
spontaneous allaying of anxiety is essentially related to a parental 
situation in analysis: the patient is in a sense in safety, and is en- 
couraged to let affect and idea run together. It is unique in the sense 
that he is not wittingly given false reassurance: for the first time in his 
life, he has been allowed to think without fear or fayour, and becomes 
gradually familiar with an attitude on the part of the analyst which 
later on becomes displeasing, viz. that the patient has some psychically 
real cause for anxiety. Later on, he will himself begin to pooh-pooh 
the idea, will tell you that he never really felt so ill as he said, will tell 
you that you are on a false trail if you think he has anything else to 
conceal and will adopt every conceivable ruse to write down the whole 
theory of psychic reality, But at first, driven by the inconveniences of a 
fettered ego, he is on your side. 

The second factor, viz., the modification of the super-ego, also 
relates to a parental situation, but is unique in another sense. For the 
first time in his life the patient can speak of the innermost concerns of 
his mind before a parental image that does not swoop on him with 
direct or implied reproof and correction. Further, even those matters 
to which he at first refuses house-room in his own consciousness, or 
which induce in him the strongest feelings of self-reproach, are 
treated in the same way. The analyst will not play the parental game, 
either when it is anticipated with distaste and dread or when it is 
eagerly sought after. In other words, he will imitate neither the real 
parent nor that to which the patient has given allegiance in his own 
mind, i.e. his super-ego. The patient for his part appreciates the one 
attitude but resents the other; nevertheless, the result of a quiet 
maintenance of the analyst’s attitude gradually bears fruit, and as 
the process of identification develops we are faced with partial accom- 
plishment of one of the first necessities in analysis, a modification of 
the patient’s super-ego. I say partial advisedly, because the real task 
is yet to come: the modification requires to be deep and lasting, and 
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this is not possible until the actual development of the super-ego has 
been unfolded in a real situation in the patient’s analysis. 

At a later stage we shall have occasion to deal in more detail with 
the transference aspects of the opening phase. It is desirable, however, 
to indicate briefly at this point an essential difference between the 
reactions produced in the patient by alleviation of early anxieties and 
by the analyst’s first tentative efforts to modify the super-ego. Allevia- 
tion of anxieties can be effected without any radical alteration in the 
super-ego. This is borne out by the satisfactory and, despite many 
psycho-analytical prejudices to the contrary, frequently permanent 
results obtained by short-term cathartic therapy, where no super-ego 
modification is envisaged or attempted. The patient’s positive transfer- 
ence may increase for the time being, but this will be very shortly 
offset by the increase in negative transference produced by the 
pressure of analysis. On the other hand modification of the super-ego 
is always accompanied by a tendency on the part of the patient to 
make a super-ego of his analyst. In itself this is an inevitable reaction 
to the analyst’s situation and provided the analyst is ready and able to 
analyse out the new formation at a suitable point, no untoward 
consequences may be expected. Should he neglect to do so he is likely 
to be faced at a later date with a typical state of analytical stalemate, 
in which, having lessened the oppression of his own super-ego either 
by projection or by identification with the analyst the patient seeks to 
remain in an unending analysis, and to provide justification for this 
manæuyre is prepared to retain his symptoms. By so doing he effects a 
typical neurotic compromise being at the same time doctor and 
patient. 

The point to be borne in mind now is that by his early reactions to 
the patient, the analyst may unwittingly foster the development of 
this therapeutic super-ego in particular by the rigidity with which he 
clings to his own professional defences. Patients are quick to see through 
the professional façades of their analyst, and are equally quick to 
respond by identifying with these spurious formations. To be sure the 
analyst in these early stages is not yet in a position to embark on 
extensive ego-analysis. But at least he can see to it that his own 
professional attitudes are not too spurious, and the best method of 
achieving this is, first, to behave under all analytical circumstances as 
ee as possible and, second, to avoid as far as possible any 
pro: essional idealisations of his own réle in the analysis. In short, the 
besetting sins of psycho-analytical practice are smugness, timidity, 
hyper-sensitiveness and ritualism. 2 
ner Ne! ee i ee manifested in the first stage, it 
REED E t e general sense of repression, they are typical 

es; in so far as they are concerned with guilt-feclings, 
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however, they have a specific relation to the super-ego—probably 
many of the immediate resistances to analysis are of the super-ego 
type. But, it will be remarked, are not all resistances ego-resistances ? 
‘That is of course true in the sense that they operate or manifest them- 
selves through the ego, but from the point of view of origin we have to 
learn that in the course of analysis at least five different types of 
general resistance can be observed. To these we shall shortly turn our 
attention. 


In the meantime, having set out to describe the opening phase of 
analysis from the first session, it is appropriate that we should return 
to consider how the first session should be brought to a close. This 
in its own way is as important as the method of opening the first 
session, and, as might be expected, the technique varies widely. One 
of the older psycho-analytical martinets was in the habit of striking a 
handbell on his desk to indicate that the session was over. And no 
doubt after some preliminary surprise, not to say annoyance, his 
patients came to regard this ritual as having some special psycho- 
analytical virtue. To qualify as an analytical ritualist, however, it 
is not necessary to purchase a handbell; and we may distinguish 
roughly between, on the one hand, those who, having an eye to the 
exigencies of their time-table, make an analytic virtue of this necessity, 
and on the other, those who go out of their way to appease their 
patients by lingering unduly over the set period. The latter group are 
naturally a ready prey for the obsessional patient who, in the clutch of 
subordinate and qualifying clauses, responds to any audible signs of 
restlessness on the part of the analyst by delaying still further the 
denouement of their last communication. Needless to say, there must 
be some end to a session, and it is not difficult for the analyst to signalise 
this without either interrupting the patient in the middle of a sentence 
or giving way to the patient’s sometimes conscious desire to make 
savage inroads into his successor’s time. The rule that should guide the 
analyst is never to pretend that his routines are devised exclusively for 
the benefit of the patient and that he does not consult his own conveni- 
ence in devising them. 

Even the length of the session is influenced to some extent by 
material considerations. It is idle to pretend that the latter-day habit 
of giving a fifty-minute instead of a sixty-minute session has no 
relation to the analyst’s daily case load and to his daily bread. To be 
sure, in many instances a forty-five-minute session would be long 
enough; and experience shows that prolongations beyond an hour 
rarely serve any useful purpose. Nevertheless, it is a mistake to assume 
that everything is arranged in the best of possible analytical worlds to 
serve exclusively the interests of the patient. In course of time the 
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analyst will learn to distinguish between patients whose unconscious 
aim is to overrun their time and cases in which the emotional stress is 
so great that abrupt termination of a session is not always desirable. In 
the latter event the analyst must allow for such contingencies in 
drawing up his time-table. 

Once the patient is off the couch the situation existing between 
patient and analyst is governed by everyday rules of politeness and 
consideration. Admittedly, the obsessional case will frequently contrive 
to delay his departure unconscionably, and should this become a 
habit, the analyst may take occasion to raise the matter at some 
appropriate point in the subsequent analysis. At the time, however, he 
must just use whatever social tact he possesses to speed the parting 
patient. To prevent misunderstanding it should be added that only in 
cases when the overlapping habit is analytically important should he 
comment (later) on the mode of departure practised. Otherwise, having 
indicated that the analytic session is over, he must allow the patient 
the same social latitude as he himself exercises and must resist the 
temptation to play governess to his patient’s behaviour by raising it at 
the next session. Naturally, he makes a mental note of the paticut’s 
demeanour; and, knowing that what has been wittingly or unwittingly 
withheld during the session is often youchsafed in parting remarks, he 
will when necessary bear them in mind. But as a rule he will have 
ample opportunity of touching on the underlying conflicts without 
seeking to prove their existence by reference to the patient’s mode of 
departure. From the patient’s point of view the analytical situation 
is already one-sided enough, and unless the interests of the analysis 
positively demand it, there is no need to rub this in. ; 

No sooner has his first case left the room than the commencing 
analyst is faced with a private professional problem. Throughout the 
session he has no doubt been itching to take notes, and has been 
deterred only through the recollection of caveats entered by his control- 
analysts. Now there is no question but that the analyst who seeks to 
play simultaneously the rôle of analyst and registrar thereby dis- 
turbs seriously that receptive attitude which is desirable “when 
listening to associations. But even if there were no such objection to 
the habit, note-taking is calculated either to arouse suspicion in the 
defensive type of patient or to give anxiety cases the impression, not 
altogether unfounded, that the analyst is unsure of himself. But for 
this, there might be some point in occasional doodling on the part of 
me me desea bs ee ay the solace enjoyed by some women 
RR e Cone ae BE jumpers or crochet table-mats during 
ea a ee 3 can imagine that listening to ‘noises off’ must 
si ae eae y aggravating to patients, particularly those who 

ypersensitive to neglect. Even patients who are generally hard of 
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hearing appear to develop a hyperacusis for sound coming from the 
direction of the analytical chair, a fact which, in view of the infantile 
significance of noises from the parents’ room, is not at all surprising. 
Admittedly, however, there must be some give and take in these 
matters, On the whole it is better for the analyst to knit than to fret; 
concealed impatience is the sworn enemy of analytical receptivity. 

But once the patient has taken his leave these considerations no 
longer prevail. Should the analyst decide to take notes he should make 
up his mind what purpose his notes are intended to serve. The chief 
positive aims of note-taking, in order of frequency, are: to promote the 
analyst’s own understanding and handling of the case, to record the 
more striking evidence corroborative of existing analytic findings, and 
to gather data for future scientific communications. The more subjective 
aims are to sustain the analyst during periods of doubt and uncertainty, 
to prove to himself that what he has been taught during his training 
is actually true, and to make a reputation for himself as a research 
worker, It should be observed, however, that only when he is concerned 
with the scientific aspects of his work is there any need for the analyst 
to record as exactly as possible the associations and reactions of the 
patient. Even so there is rarely any need to aim at a near-verbatim 
account of what has transpired. The lumber-rooms of countless analysts 
are packed with dusty note-books the contents of which are not likely 
to see the light of day simply because the analyst is unable to make 
head or tail of the unassorted data and may even have forgotten what 
was his original interest in the case or situation. In any case the idea 
that voluminous records will promote understanding or handling of a 
case is based on a misconception. If this be his purpose the analyst 
should make careful notes not so much of what the patient said to him 
but what he said to the patient. For if his interpretations have been 
reasonably accurate, they should, when strung together and given some 
judicious editing, provide a fairly accurate and helpful account of the 
course of the analysis. They will also help to bring home to the analyst 
any major errors or inconsistencies in his handling of the case. 

‘And here we may end on a note of reassurance. I have used deliber- 
ately the term ‘reasonably accurate’. For it is absurd to suppose that 
everything the analyst says to the patient is an interpretation or for 
that matter an accurate interpretation. The idea that experienced 
analysts invariably know what they are doing and invariably give 
accurate interpretations is part of the myth of the ‘perfect analyst’ to 
which I referred in the opening chapter. This naïve belief is greatly 
fostered by the candidate’s experience of control-analysis. Unless the 
control-analyst is careful he may give the candidate the impression that 
there is a pat answer to every analytic problem, and that only in- 
experience on the part of the candidate is responsible for his difficulties. 
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As every control-analyst knows from personal experience this is very 
far from being the case. There are innumerable occasions when the 
most experienced analyst is as much at his wit’s end as the most 
inexperienced candidate. And it would be to the benefit of all concerned 
if he made this point clear to his pupils. . 

But above all, the commencing analyst should not let himself be hag- 
ridden with misgivings lest he should let slip opportunities that may 
never recur; certainly not during the opening phase when his main aim 
is to give the patient’s mind the maximum amount of free play. Hanns 
Sachs used frequently to remind his students that what has been let 
slip is sure to recur sometime or another. ‘This reassurance was based 
on the perfectly sound consideration that repetition is one of the 
characteristics of unconscious processes, dreams and symptom-forina 
tions, It is by the same token a characteristic of everyday life as the 
analyst can establish as much by self-observation as by study of the 
material given him by his patients. 

We are now in a position to classify roughly the various types of 
opening phase, Strictly speaking this should be done in accordance with 
the clinical type of disorder. But for the present, it is more convenient 
to subdivide them simply in accordance with the amount of difficulty 
they present, Amongst those presenting obvious difficulties, two groups 
can be isolated, those who have difficulty at the very outset of analysis, 
and those who at first seem to be quite amenable to the analytic 
process but after a varying period show quite vigorous defensive 
reactions and are liable to break off, at what I have called the critical 
phase. These two groups are easy to recognise, and on the whole, once 
the members of the first group have been got going they will give less 
trouble until the transference neurosis begins to develop; and on the 
whole, provided we have been alive to their earlier and more un- 
obtrusive defences, the second group can be tided over their critical 
phase, which we have every reason to assume signalises the end of the 
opening moyement. 

Fortunately for the peace of mind of the commencing analyst, the 
average case does not present such dramatic features. Nevertheless, it 
Bese ay to study with some care those cases which appear to be 

easy because they are uneventful. From this group are drawn the 
relatively substantial number of patients whose analysis ends in stale- 
mate. In other words the easy group can be classified best after the 
event, that is to say, by results. Despite an apparently model analysis 
including a number of unmistakable manifestations of spontaneous 
positive and negative transferences some psycho-neurotic patients are 
never caught up in the transference-neurosis. On the other hand there 
are many patients who do in fact have a relatively easy passage through 
the opening phase and are well in the middle of the analysis before a 
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quiet obstinate resistance manifests itself. As we shall see their analysis 
remains uneventful so long as it leaves the symptom constructions un- 
disturbed. 

By way of illustrating these various groups we may consider the 
following examples, two from each group. To begin with early diffi- 
culties; an old-standing anxiety-hysteria comes to consultation in a 
state bordering on panic, practically falls through the consulting-room 
door and answers questions in an almost fainting condition, Under the 
association rule she finds herself practically speechless, and makes only 
the faintest response to any encouragement, If left to herself without 
help the silence becomes more and more tense and is accompanied by 
trembling fits. Despite much encouragement, and various shifts at 
interpretation little change takes place until an opening is afforded by 
a reference to the death of her father, a subject round which she had 
erected a secondary system of phobiac defences. This opportunity 
haying been followed up she ventilates in a cathartic way some of her 
defensive anxiety and experiences an immediate improvement. Her 
associations become more free, lead back into her family history and 
although proceeding by fits and starts give ample scope for practical 
release of anxiety. The opening phase lasts in all about three months, 
after which her analysis proper commences and proceeds in a classical 
form. 

By way of comparison, another case suffering from emotional de- 
ficiency and working incapacity, who had found herself unable to 
utter a word in three previous abortive analyses, starts in a state of 
rigid silence and despite every expedient maintains it for a period 
of almost two months. At the end of that time an intercurrent attack of 
fever leaves her in a state of silent agitation. This provides an oppor- 
tunity for ordinary conyersation regarding illness. Being drawn out 
on the subject of previous illness, she begins to speak of an attack of 
bronchitis occurring at puberty, stops suddenly and leaves the room. 
Next day she brings an open incest dream in which her brother is 
involved, recalls his visit to her bedroom during the pubertal illness 
and follows on with the recollection of a five-year old sexual scene with 
him in the nursery. For a week or two afterwards she is almost loqua- 
cious, then slows down and discontinues analysis. 

In illustration of the critical phases, we may contrast the two follow- 
ing cases. A male obsessional with some depressive features enters into 
the analytical situation with the usual obsessional freedom, takes a keen 
and intelligent interest in all that goes on and makes a comparatively 
successful attempt to control some of his more crippling obsessional 
rituals, This lasts for a period of two months. The depression, however, 
continues and every now and then a fear of being injured seeps through. 
Following a trivial slight from two friends, a sharp return of obsessional 
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precautions occur and these begin to spread to various details of the 
analytical contact. The analysis no longer moves and the obsessional 
ideas take on an aimless, swirling pattern. The transference is then 
opened up and on the rejection pattern being examined copious 
memories of a double parental rejection, both active and passive, are 
re-experienced. The analysis then passes into a normal second phase. 
Another male with an obsessional fear of deformity, a suspicious 
degree of hypochondriacal anxiety and an intense narcissistic absorp- 
tion, bullied into analysis by a dominating wife, begins with an assu mp- 
tion of interest, application and amenabilit , thereby disguising a 
timid but intractable hostility. For some weeks he behaves analytically 
as if he were extremely co-operative, but the associations though wide 
in spread are observed, after a month or two during which he ventilates 
his life-history, to be contained within a rigid narcissistic system. At 
this point his only son develops measles, and although no serious 
danger exists, the patient’s hypochondria increases in intensity, an 
intellectual scepticism about analysis begins to make its appearance and 
he takes the first Opportunity of accepting a commission which inter- 
rupts his analysis. After a brief resumption he discontinues analysis. 
Finally, two contrasting cases, in both of which the opening phase 
and indeed the earlier half of the total analysis presented no particular 
crisis but in which the subsequent outcome was entirely different, Both 
came because of psycho-sexual difficulties; in the one instanc e, a 


Both entered an analysis freely, and showed no marked form of resis- 
tance, a fact which was partly explained by the fact that both maintained 
a running series of libidinal crises in their everyday life. After an 
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not in a position to make any exact statistical estimate of its average 
duration. It would be unsafe to pin oneself down to an actual period 
for the reason that its duration is determined by a number of factors, 
e.g. the time taken by the ‘floating positive’ to exhaust itself, the 
clinical type of case, the intensity of traumatic experiences, the amount 
of relief obtained from more superficial anxieties, guilts and de- 
pressions, the degree of narcissistic enjoyment of self-expression, the 
suspension or solution of current problems. I think, too, it varies 
in extent in accordance with the amount of success the patient has 
achieved in playing up (unconsciously) to the analytic situation and 
with the strength of the impression he has formed, rightly or wrongly, 
of the analyst’s determination and capacity to keep unsweryingly to 
the purposes of free association. As you can imagine, there is no hurry 
to resist if no immediate danger is scented by the unconscious ego. 
All we can say therefore about duration is that whereas in extreme 
cases there may either be no opening phase (the patient commencing 
in a negative second phase) or nothing else but an opening phase 
throughout the whole analysis, on the average it lasts from a few weeks 
to a few months. 


CHAPTER IV 


DEFENCE-RESISTANCE (1) 


A. a prelude to the consideration of defence 
mechanisms, it may be remarked that on this occasion we are not 
primarily concerned with stages in the analytic situation. I imagine 
that for the time being we have gone as far as we can in the arbitrary 
delimitation of stages. It would of course be very convenient if, 
studying a series of cross-sections of distinct stages, we could give a 
standard outline of analysis; or if there were a standard type of case 
whose clinical progress we could follow from beginning to end. But in 
practice this would give a totally false conception of the analytic 
process or at the least an outline that is recognisable only in a few 
classical instances. On the other hand, there is some risk that y 
discussing defence-resistances immediately after an outline of the 
opening movement, I may create the impression that there is little or 
no defence in the first stage and that a defensive phase constitutes the 
second stage of analysis. 

In a pragmatic sense this is really the case. Such defences as are 
dealt with in the opening phase are so treated in order to clear the 
ground for more primitive representations of unconscious ideas, or, in 
terms of the association-technique, to allow primary processes to play 
their specific part in guiding the train of presentations. It is therefore 
true to say that the real disposition of the defensive forces will only 
begin to be uncovered towards the end of the opening phase. But of 
course, strictly speaking, a defensive phase is not a stage in itself. 
Throughout the whole of the analysis the mind will exercise a defensive 
Junction. We may remind ourselyes too that, although the defences 
actually dealt with in the opening phase are chiefly those which act as 
obstacles to the unfolding of analysis, there are many signs of deep- 
lying Tesistances and many significant indications of the cause of these 
resistances. These have to be treasured for future reference, the time 
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First of all, there is the clinical side of the picture, how resistances 
appear directly in analysis. This is essentially a descriptive approach. 
Then we have to consider them in relation to the general mental 
Junction of defence. This presupposes some understanding of the 
various unconscious mechanisms and of the various ego-institutions 
that compose and regulate the mental apparatus. The mental apparatus 
having defensive as well as directive functions to perform, it follows 
that any mental institution or any mental mechanism can be pressed 
into the service of analytical resistance. Pursuing this functional 
approach we shall find ourselves concerned with a special form of 
function which when manifested in analysis goes by the special name 
of transference. And we shall find that some aspects of the transference 
provide some of the toughest forms of resistances, deserving therefore 
the special name of transference resistances. We shall then have to 
reconsider the clinical aspects of resistance, singling out those which 
are characteristic not only of the so-called transference neuroses 
(hysteria and the obsessional neurosis) but of various other disorders, 
psychotic, psycho-sexual, social or characterological, which constitute 
a large proportion of ordinary psycho-analytical practice. Looking for a 
common measure of these clinical variations in resistance we shall find 
it convenient to discuss their relation to fixation points or other standard 
etiological factors. Those constitute the main lines of approach in so 
far as resistances have to be undermined or resolyed; but it will then 
be necessary to reconsider the functional aspects of the problem in 
order to correlate resistances with the phenomena of repetition and 
‘working through’. By so doing we may hope to correct the totally 
false impression that analytical resistances constitute a special form of 
perversity. Throughout the discussion we shall assume, unless other- 
wise indicated, that the analyst is free from unconscious bias. 


From the descriptive point of view, resistances are most simply 
divided into manifestations of an obvious kind and manifestations 
which are essentially unobtrusive, a classification following the histo- 
logical one of macroscopic and microscopic appearances. The distinc- 
tion has no scientific value, may indeed seem to be quite uninspired, 
yet it has the merit of calling attention to the fact that the resistances 
which give rise to most trouble are seldom adyertised. We might com- 
pare the obvious manifestations of resistance with crude slips of the 
tongue, in which the unconscious purpose is barely disguised, or with 
open manifestations of transference. On the other hand, many slips 
and transference-manifestations are nothing more than indications of 
resistance, the only criterion being the evidence of a defensive attitude, 
as distinct from the expression of a practically unmodified unconscious 
trend. Thus, when a patient intending to say ‘Gaiety chorus-girls’ 
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actually says ‘coitus girls’, or when another intimates that something 
has come into his ‘mouth’, meaning to say ‘mind’, we haye examples 
of slips in which the libidinal interest obviously gives itself away. When 
another patient, after a disquisition on the habits of monkeys, takes u p 
the thread of association with the phrase, ‘Now, donkey’, meaning to 
say ‘Now, doctor’, we have an obvious slip in which, to put it mildly, 
the reactive and defensive forces predominate. Incidentally, com- 
munications of this sort do not require to be broken like a butterfl ly on 
the wheel of portentous interpretation. The patient’s sudden pause or 
nervous giggle is sufficient evidence that the slip has been self- 
interpreted; and at most a responsive giggle on the part of the anal yst, 
if he be capable of such levity, is the most that need be expected of him 
in the way of interpretation. * 

Crass resistances as a whole can scarcely be overlooked. They 
resemble the rashes and tumours of clinical medicine, which are 
recognised by simple inspection or palpation. The most crass of all 
resistances is of course where the patient decides to abandon anal ysis; 
but there are all sorts of modifications of this attitude. Patients may 
see to it that only a limited period is available for the analysis or take 
advantage of every well-rationalised opportunity to absent themselves 
from analysis: or there may be occasional absences on clearly inade- 
quate grounds: they may arrive late, either occasionally very late or 
frequently a few minutes late. Amongst the regular attenders ma y be 
noticed those who arrive in a flurry after taking the wrong bus or 
chasing down the wrong street, or after ringing the next-door bell or 
walking absent-mindedly past the door. Those who forget a changed 
appointment or ring up to have it confirmed are in the same group, 
and we may also include here the reactors who arrive half an hour too 
early. Some obsessional cases may signalise the advent of the transfer- 
ence-neurosis by arriving exactly at half-time, thereby expressing their 
ambivalence in ritual form. Again, those who lag on the way to the 
analytic room, dally with one thing or another on the way to the couch, 
making affable conversation en route, or unduly delay their departure, 

* Psycho-analysis has not succeeded in compiling a table of measures or 
equivalents of psychic energy, still less of the emotional discharges to which 


psychic energy gives rise. How many neurotic giggles it requires on the part 


of the patient to cancel out one hearty chuckle from the analyst is not yet 


Humour exerts its maximum influence between equals, and in the lopsided 
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are really of the same disposition, save that their positive cover is more 
marked. 

Then we have the obvious resistances to every aspect of the tech- 
nique: every variety of hitch in the associations from the slight sudden 
pause to the prolonged silence, every variety of circumlocution, of 
pedantic circumstantiality, repetition, or trivial garrulousness, attitudes 
of automatic criticism and rejections on intellectual grounds of inter- 
pretations given, persistent self-analysis, assumed stupidity. Inattention 
may vary from an acquired hardness of hearing, doubt as to the exact 
word used either by the analyst or by the patient himself, to states of 
abstraction which may end not infrequently in falling asleep. 

Many patients who do not show any of these obvious signs 
during the analytic hour may nevertheless exhibit in dreams special 
varieties of current resistance which are to be distinguished from 
other activities of dream censorship. A patient who has seemingly 
swallowed with unconcern an apparently improbable interpretation, 
may next day produce a dream in which curious and comical-looking 
animals are gambolling about: and he has difficulty in preserving his 
gravity when relating the dream. This is simply poking fun at the 
improbable interpretation. Less obvious but frequently just as resistant 
is the corroborative dream, in which rejection of the interpretation is 
masked by an immediate assent which is too good to be true. 

Next we have to consider a premature forward drift of the libido 
which, by-passing the analysis, leadsto a considerable deflection of interest 
to current life. Fleeting attachments of a somewhat childish nature 
may be made to love objects of either sex, or on the other hand a 
marked degree of friction may develop in social or occupational outlets, 
capricious changes in occupation may be canvassed or ill-considered 
projects be embarked on involving sometimes financial loss and thereby 
a threat to the continuance of the analysis. By way of contrast, libido 
may be withdrawn from mental activity and be deflected in a regressive 
direction giving rise to increased somatic discharges. Physical symp- 
toms may appear for the first time, existing organic disorders be 
accentuated or intercurrent disorders exploited to the point where 
treatment or additional treatment at the hands of the family doctor 
or specialist is declared to be essential, thereby establishing the 
analytically unsatisfactory situation of distributed transference. 

It would in fact be possible to produce an extended descriptive 
catalogue of obvious resistances, classifying them according to theo- 
retical predilection, but as this would give comparatively little insight 
into their essential nature, we may for the time being content our- 
selves with the above samples, adding however the following 
cautionary comments. Particularly in the case of libido deflections 
and somatic complications, it is important to know something of the 
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pre-analytic habits or physical responses of the patient, otherwise we 
may be led astray as to the degree of resistance existing. A long-standing 
history of social, sexual or occupational maladjustment, though not 
strictly speaking a symptom-formation, can be conveniently rated as 
such during an analysis, and fluctuations estimated accordingly. 
Fresh formations, on the other hand, have more immediate resistance 
value and can usually be reduced without much difficulty. Very con- 
siderable perplexity may arise in cases where there is a long-standing 
somatic sensitiveness which may have given rise to psycho-somatic 
discharges, fixation hysterias or fleeting conversion symptoms. In such 
cases the importance of a careful pre-analytic physical overhaul cannot 
be exaggerated. It will assuredly not be long before the commencing 


analyst or the lay-analyst taking over recommended cases {i nds 
himself faced with patients who before analysis have had a running 
history of obscure illnesses which within a short period of commencing 


analysis flare up and present him with the problems of a dis- 
tributed transference, The lay-analyst in particular is in a vulnerable 
position in this matter and in cases of special difficulty, or indeed 
where any risk to the patient exists, has no option but to ask the 
analyst originally recommending the case to arrange for a suitable 
overhaul. 

Turning now to the more unobtrusive resistances, we will again find 
that the descriptive classification is a matter of individual taste, 
perspicacity or sensitiyeness, Some analysts have a flair for detecting 
particular types of resistance which as a rule they were first brought to 
Tecognise in their own training-analysis and would naturally read 
minute indications of these on the run. For others it would be fair to 
say that less exaggerated expression of the defences described above 
would be regarded as unobtrusive, e.g. minor pauses, slips, inatten- 
tions, circumlocutions, etc. Nevertheless, I should be inclined to say 
that, although we must be constantly on the alert for such minor 
indications, they do not constitute the most important part of an 


E other words, resistances exist which we are able to detect most 
often in retrospect, and of which we first become cognisant either on 
account of a slowing of progress or because of some more or less explo- 
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continuous periods when the patient seems to conform to all the 
requirements of analysis. He has talked freely, moved from subject to 
subject in a way which seems to suggest a continuous thread of under- 
lying connections, has dealt with some emotionally-toned ideas, 
primitive interests, or early memories and phantasies and has produced 
dreams in a quite exemplary fashion. On isolated occasions the significa- 
tion of this behaviour passes unnoticed, but when the same process 
continues over a longer period, it sooner or later dawns on us that we 
are experiencing a ‘doldrum’ variety of resistance. The operative 
phrase is of course ‘sooner or later’. Again, a patient comes along and 
day after day, becomes immersed in a train of emotional associations 
with every evidence of affective discharge: the subject-matter seems 
easy to appreciate: it may poirt to some particular form of infantile 
sexual interest, e.g. anal-erotism or exhibitionism, to sexual anxiety, or 
to unconscious homosexual interests, to grievances concerned with past 
parental relations, to social injuries, to feelings of ineffectiveness or to ` 
various forms of moral rumination. Or again, the patient seems to be 
discharging in a cathartic way some negative emotion, very commonly 
hurt, jealousy or depression. She may dissolve regularly into tears at 
the beginning of the session to recover complete composure shortly 
before the end. In all such cases, one seems at first to be ‘getting on’, or, 
to take a more modest view, the patient appears to be progressing 
satisfactorily, aided or unaided by our interpretations; gradually, how- 
ever, it begins to dawn on us that instead of moving forward or back- 
ward we have been practically at a standstill for some time. It is as if 
we had been watching under a magnifying glass a piece of radio-active 
material, shedding constant emanations without any obvious diminu- 
tion in weight. 

Now there are many possible explanations of this state of affairs, but 
to describe them in detail would anticipate conclusions which can be 
formulated more conyeniently at a later stage of the discussion. 
Briefly, our first concern should be to exclude the existence of ‘working 
through’, a form of repetition which will shortly engage our attention. 
This can usually be done by observing whether the repetitions produce 
any favourable effect on the analysis or whether they give the impres- 
sion of being stereotyped. Having satisfied ourselves on this point, we 
may consider some of the following possibilities. The patient may be 
screening an entirely different form of unconscious conflict by this 
deployment of forces, offering up a vicarious sacrifice, for example, of 
infantile genital instead of anal-sadistic conflicts, of father-negative 
instead of father-positive or mother-negative, of depressed emotions 
instead of guilt feeling and hostility, of unconscious homosexual instead 
of unconscious hetero-sexual (Oedipus) reactions. Or we may have been 
blind to the deyelopment of a transference situation expressed in an 
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exhibitionistic orgy. The patient dominates us by the very copiousness 
of his masochistic display. Or again, he may be dramatising instead of 
remembering an infantile traumatic situation of hurt, disappointment, 
suspicion or jealousy, at the same time covering this dramatisation by 
displacement. The situation means, as incidentally do many obstinate 
symptom-formations, ‘This hurt (disappointment etc.) was never put 


right in the past, so it will go on for ever’. Or, in terms of displacement 
(transference) ‘I shall never cease airing this grievance until you 
(the analyst) put it to rights’. 

Another example of unobtrusive resistance can be readily recognised 


by its effect on the analyst. There are many occasions in analysis when 
we become acutely aware that we are quite at sea as to what has been 
going on. It is not that the patient has been trying to drive us mad by 
associating so meticulously that we cannot make head or tail of the 
jumble; this is a positive sabotage resistance. Nor is it a case of obses- 
sional over-elaboration. These symptomatic defences are not hard to 
Tecognise and so long as we keep constant touch with the resistance we 
are never quite at a loss. On the occasions I am describing, the analyst 
_ feels burdened by his total loss of contact or understanding. In other 
words his unconscious recognises and reacts to a successful total resistance 
on the part of the patient's unconscious. With the handling of such 
situations we shall be concerned later when dealing with the gencral 
question of stalemate in analysis. In the meantime, it need only be said 
that our strongest support in such situations is, first, our belief in the 
validity of the analytic process, second, some inspection of our ow n 
anxieties and impatience, and third our grasp of the nuclear conflicts 
of the patients. For it follows that when eyen for a short space of time 
the patient puts up an effective total resistance, we are nearest to the 
core of his conflicts, 
There are of course many other examples of unobtrusive resistance: 
Constant preoccupation with emotional material which on examination 
is found rarely to have much connection with the patient’s own 


mechanism of current identifications. Another is an imperceptible 
deflection of libido to non-analytical objects, a deflection which is not 
selective, but rather in the nature of an undifferentiated spread out- 
wards and away from the analytic situation. As a last and simplest 
example of unobtrusive resistance, We may advance the phenomenon 
of unswerving adherence to all the rules and expectations of psycho- 
analysis: unswerving punctuality, impeccable association, free intel- 
lectual acceptance of interpretations, characteristic dreams or, when 
the patient begins to grasp the nature of resistances, typical resistances 
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analysis, the persistently ‘model patient’ is a first-class unobtrusive 
resister, a type incidentally very commonly encountered in the 
training-analysis of candidates. But, as has been remarked, the isolation 
and clinical description of different forms of resistance is really not very 
satisfactory: it ignores their inter-relations and gives no clue to the 
actual ‘state of the analytic situation. For example, many of these 
‘doldrum” periods may be closely related with some change in extra- 
analytical libido-dispositions or some shifting emphasis in the symptom- 
picture, either or both of which may haye gone unnoticed. Again, what 
seems to be a very stormy resistance may be actually a prelude to the 
weakening of defences. So we may now go on to consider the next 
aspect of the problem, namely, the functional aspect. 


As I have pointed out, understanding of the functional aspects of 
resistance requires as a prerequisite a fairly comprehensive grasp of 
the nature of the mental apparatus, in other words, of metapsychology, 
And if space permitted, it might be well to interpolate at this point a 
compact summary of the dynamic, topographic and economic aspects of 
mind. Since, however, almost every text-book of psycho-analysis gives 
a more or less exhaustive account of metapsychology, this would 
scarcely be justifiable. It is important, however, to grasp very clearly 
the meta psychological function of defence, and this can be expressed 
most clearly by saying that however we may approach the mental 
apparatus there is no part of its function which cannot serve the Purposes 
of mental defence and hence give rise during analysis to the phenomena 
of resistance. 

In the early days of psycho-analysis this point was not clearly under- 
stood. Being concerned primarily with the boundary functions of the 
unconscious system, analysts were once on a time satisfied with the 
formulation that any of the processes described as being part of ‘re- 
pression’ were a priori resistance-mechanisms. But, as we know, the 
term repression was quite unable to contain all the elements of 
mental defence, and, once Freud had distinguished different parts of 
the unconscious ego and had indicated the part they play in symptom- 
formation, it was impossible to exclude these structural factors in 
resistance. In short, Freud found himself compelled to recommission 
his older term of defence. It was not, as is sometimes erroneously held, 
that the importance of repression had been discounted, but that it had 
been ordered in a system of defences that included regression, reversal, 
projection, reaction-formation, identification, introjection, sublima- 
tion, rationalisation and the like. 

It is important to emphasise this point in order to avoid a possible 
misconception of the nature of resistance. In talking of ‘resistance 
phases’, ‘periods of resistance’, ‘overcoming resistances’, I may have 
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given the impression that defensive processes are simply artifacts, 
peculiar to analysis or indeed to certain phases of it. This does not tall y 
with the recognised fact that defences exist not simply throughout 
the whole of the analysis but throughout life. I think the functional 
view avoids any such confusion. It is true to say that there is something 
characteristic in the nature of the defences evoked by analysis, certainly 
from the quantitative point of view (that is, their intensity); but it is 
equally true that the mechanisms of defence have not been newly 
formed to meet analytical junctures. Even the transference-neurosis, 


that extremely characteristic manifestation of the analytic situation, is 
not confined to analysis. Not only do Spontaneous transferences develop 
in non-analytical Settings but the transference-neurosis is also to ho 
observed in ordinary life, as witness the occasional relief from symp- 
toms obtained by making unhappy marriages, This is what is meant by 
saying that the unconscious or, as we should now prefer to call it, the 


id, is everywhere, The id—the source of instinctual energy—is, in the 
sense of continuous drive, everywhere and always. As a concession to 
reality it has, at its external boundary, been modified into a reality- 
organ, the ego, and that organ to some degree or other functions, for 
the ‘always’ of the individual, i.e. during his existence. So that 
defences are always present, as in the dreams, illusions and delusions of 
the dying. Neglect of this functional approach to resistance is, more 


estimations of the therapeutic virtues of psycho-analysis made by 
many practising analysts. It accounts in particular for the misconcep~ 
tion that analysis is a process of interference from without or that any 


Having admitted that the functional approach to resistance is an 
extremely broad one, comprising every aspect of metapsychology, it 
behoves us to reduce this complexity to the point where it no longer per- 
plexes or intimidates the commencing analyst; and this can best he done 
by a process of sampling. We can, for example, using our knowledge 
of phases of development of the mind, single out defence functions 
1n a rough, historical priority, starting with the function of regression: 
or we can, and this is perhaps the more satisfactory course, follow 
the Various stages of symptom-formation in order to show how the 
mechanisms responsible for the formation of the symptom are gal- 
vanised into increased activity by any attempt to analyse it. In that 
case also we would immediately be concerned with regression, so it 
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seems appropriate to begin our functional sampling with some 
illustrations of defence by regression. 

Regression following frustration is not only the precipitating cause 
of ‘symptom-formation’, it is the earliest form of psychic defence. It is 
not surprising therefore that during analysis it should govern the 
associative process and that when emotional crises occur, it should be 
exploited for the purpose of ‘changing the subject’. The simplest 
example of defence-regression in analysis is that of falling asleep, a 
reaction which can be studied at leisure during the analysis of the 
so-called narcolepsies. The most superficial manifestation of regression, 
is that of changing the subject, i.e., avoiding an immediate conflict 
pattern by concentrating on an earlier and for the time being less 
urgent conflict pattern. As soon as patients realise that the analyst has 
a special interest in early patterns it is easy for them to bait the trap. 
‘This type of regression is well observed in the analysis of the obsessional 
neuroses, where scattered formations of an easily recognised pre-genital 
type are liberally spread before the analyst, in order to deflect his atten- 
tion from genital conflict. This unconscious defensive mechanism 
can be extremely baffling to everyone concerned. The sanguine 
hysteric, for example, will display from time to time oral interests 
and imagery combined with depressive reactions which convince the 
analyst that he is dealing with a deep oral fixation and, consequently, 
deflect his attention from a focal conflict over an infantile genital 
phase. In such cases the analyst’s only resource is to check his observa- 
tions with whatever data he possesses regarding the actual nature of 
the fixation point or points. 

The defence value of regressive movement is perhaps most easily 
studied in those mixed transference neuroses, where, for example, a 
fairly extensive chain of phobias is reinforced by more obsessional 
ideas or rituals, and, at the same time, the patient’s social or sexual 
reactions are either manifestly inhibited or mildly perverted. It is 
then possible to follow simultaneously the moyements of the patient’s 
libido and the defences characteristic of his symptom-constructions. A 
mixed case of this type, despite an unusually traumatic upbringing, 
could produce no marked history of childhood anxieties, save perhaps in 
the negative form of unusual amenability and ‘goodness’ (inhibition). 
Her phobia system (which included extensive claustrophobiac and 
agoraphobiac observances) first manifested itself when, after an earlier 
love frustration due partly to parental interference, the patient decided, 
on the rebound and before libido had been detached from the previous 
object, to marry someone who soon proved himself incapable of com- 
pensating her for her frustration. Owing to war-circumstances the 
marriage was ‘suspended’ and simultaneously most of the phobias 
disappeared, only to return when on her husband’s demobilisation she 
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settled down to domestic life. Various forms of psycho-therapy were 
then tried without much success. Her analysis was characterised b y an 
unusually prolonged opening phase lasting well over a year during 
which an extra-marital attachment developed and receded, without 
however any change in the symptom-picture. The subsequent recoy ery 
of a few traumatic sexual memories did not affect the phobia system but 
increased her obsessional reactions and signalised the onset of a mild 
state of depersonalisation which was due partly to cumulative frustra- 
tion and partly to an increased desire to escape from her existing 
circumstances of life. When this was reduced in analysis, the transfer- 
ence neurosis began to develop and was followed by a very slight 
alleviation of the phobias. This in turn gave rise to an extensive 
regression of libido. Instead of protecting herself from life by phobiac 
inhibitions the patient began to develop an inhibition of social and 
sexual interests, similar to that which had existed between five and 
fifteen years of age. Fortunately this fresh regression reactivated some 
of the traumatic feelings of isolation from which she had suffered in 
childhood but which had been deeply repressed. This recovery of 
memories was followed by a period of compromise during which she 
was able to abandon her phobias provided she maintained a depressed 
indifference to her life and prospects. There were thus four distinct 


may be so completely repressed that the patient may recall nothing of 
significance occurring before puberty. Or again, the whole sexual 


attachments and who, as it turned out, had been seduced at the age of 
four-and-a-half, maintained at the age of thirty-five, that she had 
never experienced any sexual interest and did not even yet know how 
babies were made. During analysis the accentuation of repression 
defences gives rise to every form of interruption of the associative 


process, to protective lapses of memory regarding recent events and to 
sudden changes in the affective respo. 


interest, including of course the analyst, 


Nat z 
ceptual channels can be involved in this alae ag 


Process. A patient with a 
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classical primal-scene trauma and a number of other early viewing 
experiences, was able throughout life to have a selective blindness to 
anyone who aroused her positive or negative feeling beyond a certain 
point. For example, she was on occasion unable to see her husband 
standing before her although all others present in the room were 
clearly observed. Actually, the first sign of the development of the 
transference neurosis, as distinct from floating transference, was 
when she developed a similar reaction to the analyst on the way to 
the analytic couch. 

In the obsessional neuroses, on the other hand, and in most cases of 
characterological disorder the processes of anti-cathexis and of 
reaction-formation are markedly exaggerated. This is easy enough to 
detect when it takes a neurotic form, although in character cases it is 
usually extensively rationalised. The repetition of these defences in 
analysis is, however, not always easy to detect, especially when it con- 
sists in dwelling on material that, although apparently significant in 
itself, functions as a system of screen memories. For it should be 
remembered that not only isolated memories but systems of memories 
and even phases of development can perform screeningfunctions. When 
this defence is combined with a forward drift of libido, the effect may 
be extremely hard to resolve. A patient may convert the whole analysis 
into a sort of running commentary on current situations and the analyst 
may have no alternative but to interpret this material as he would the 
manifest content of a dream. By so doing he is likely to uncover some 
traumatic factor common to the most frequent repetitions, 

Incidentally, recognition of the various forms of repression- 
defence helps to remove a misconception under which many analysts 
labour. It is still believed by many analysts, as well as by patients, that 
analysis should always be measured by the recovery of memories. 
Hence, they are inclined to feel either disappointed, inferior or guilty 
if some of their cases obstinately refuse to have dramatic releases from 
partial amnesias. Now it is true that a satisfactory analysis can be 
judged by the success with which the childhood phases of development 
are reconstructed and brought home to the patient, and equally true 
that the hysterias usually respond with recovery of memories in 
classical fashion. But the average analytic practice is rarely if ever 
concerned solely with classical hysterias. The outlining of an important 
identification may, for example, be just as important a part of recon- 
struction as the reduction of amnesia, in many cases more important. 
Moreover, the process of memory-recoyery is frequently effected in 
dream life, and the interpretation of an apparently neutral dream- 
fragment may often produce an improvement as striking as a memory- 
catharsis in waking life. We must in short be ready for every 
conceivable variation; cases in which the analysis consists of a series of 
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explosive memory-recoveries; cases in which direct memory-recoyery 
never takes place and progress is effected almost exclusively by the 
analysis of dreams; cases in which no memory recoveries are made, no 


dream material is brought and the analysis proceeds through inter pre- 
tation of current reactions to situations both in and out of analysis; 
cases in which there is apparently no transference neurosis and cases 
which begin and end in a transference neurosis, In short, to measure 
defences exclusively by the patterns of repression is to court unneces- 


sary disappointment. Perhaps this bogy of memory-recovery is not so 
frightening now as it was in earlier times; for, apparently, present-day 
students do not familiarise themselyes with the trials and tribulations 
of earlier analysts who clung to repression as the lode-star of analytic 
defence. This neglect is, however, an unreliable form of reassurance, 
Repression though not developmentally the oldest form of defence is 
the ‘unknown quantity’ of all defence systems and its manifestations 
must be handled with understanding and respect, But that does not 
mean we should over-estimate its importance in all cases. Discrimina- 
tion and judgement in analysis are as important as a flair for ‘reading 
the unconscious’. 


It is conyenient to group together the next three forms of functional 
defence, viz, projection, reaction-formation and displacement, not be- 
cause they have identical functions to perform or belong to the same 
phase of development but because, in contrast to regression in which 
cathexes pursue a centripetal movement and to actual repression in 
which withdrawal of cathexis is the main dynamic factor, these three 
mechanisms illustrate different distributions of anti-cathexis follow ing 
usually a centrifugal direction, They can be observed in operation alike 
in dreams, Symptom-formations and everyday life and, to the extent 
that they contribute under ordinary circumstances to harmonious 
adaptation, are difficult to reduce in analysis: although of course from 
the analyst’s point of view they are easy enough to detect. Projection 


Naess and appreciate, is so continuously in Operation in every- 
lay life that its pathological and defensive forms can be well 


a R ee are these ‘mechanisms that it js scarcely necessary to 
Fis oie e them in detail, The most immediate manifestations of 
placement are to be studied in the transference and will be dealt with 
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later. In a sense the same may be said about both projection and 
reaction-formation. Identification of the analyst with early family 
figures promotes displacement in analysis and at the same time 
permits the projection into the analyst-imago of various instinctual and 
emotional constellations. As we shall see, an integral part of these 
defensive systems is the use of rationalisation. In difficult opening 
phases a projection system is frequently found in active operation, and 
in those cases which pass from easy into difficult phases the full force of 
defence may be directed into projective channels. If not reduced by 
interpretation the situation rapidly develops into stalemate, The 
patient becomes as convinced of his estimations of the analyst and the 
analysis as does a paranoid projector, and, if he does not break off 
treatment, devotes most of his analytic energies to being a thorn in the 
flesh of the analyst, whose morale he attempts to undermine with every 
expedient at his command. He will become convinced that the attitude 
of his analyst is one of constant depreciation and criticism, and unless 
his own sado-masochistic attitudes are uncovered will remain con- 
vinced of this, not only for the duration of the analysis but for many 
years afterwards. An intriguing professional example of this situation 
is to be found in training analyses. Should the candidate have come to 
a deadlock in his analytical relationship, he conceals this with a 
spurious friendly identification which may persist for some time after 
the training analysis is terminated. This usually takes the form of a 
slavish imitation and support of his analyst’s views and methods. The 
concealed aim of this imitation is, of course, to caricature his analyst 
and make him a laughing-stock. Sooner or later, however, he finds him- 
self in quiet but effective opposition. Naturally, this does not take place 
so often in ‘interminable’ training analyses: the longer the analysis, 
the less possible it is for the candidate to admit to himself that he has 
dragged out several years in a state of stalemate. For the matter of 
that the defensive use of reaction-formation and displacement can also 
be well illustrated in training analyses. Perfectionist responses and 
undue ritualism in technique are very often professional reaction- 
formations. Similarly, the intensive and compulsive forward displace- 
ment, in and out of season, of interest in all matters psycho-analytical 
covers an initial rejection of the analytic process. All these mechanisms 
can be observed to operate simultaneously in the minor psycho- 
pathology of the analyst’s everyday life. The compulsion to make 
analytic interpretations in private life, e.g. to read the reactions of 
friends and acquaintances as if they were exercises in interpretation, 
the incapacity to see life in other than technical terms, the constant 
valuation of other analyst’s shortcomings or incapacities, represent 
at one and the same time a defensive projection, a reaction- 
formation and a displacement, which although not organised as a 


64 TECHNIQUE OF PSYCHO-ANALYSIS 


symptom-formation are nevertheless as constantly in use and as apt 
to spread in all directions as any paranoid or obsessional construction. 
All of which leads naturally to a consideration of the defence value 
of positive or negative introjections and identifications. Now it is perfect] y 
clear that on balance introjections and identifications* perform 
defensive functions that are essential to normal development; alt hough 
like all defence mechanisms they can in excess or defect produce 
characteristic disorders. When a child comes to recognise the degree of 
its dependence on familial objects, it begins to suffer from ego weakness, 
And at this stage a positive identification with one or other parent 
is a source of strength. If the weakness of the ego is further accentuated 
by a critical frustration leading to the abandonment of early object 
cathexes, the introjection that follows serves to prevent the resurgence 
of cathexis that can only repeat the painful tensions of 
libido; it controls also the hostile reactions that would otherwise fol 
libido-stasis. Even when the introjection or identification is based on a 
hostile attitude to or evaluation of the parental imago this can also 


with danger and is frequently an instigator of symptom-formation. 
We can see, then, that the analysis of identifications and the un- 
covering of introjections is to be regarded not simply as ego-analysis 
but as a necessary step towards reducing defences. We can see, too, 
that the process of interpretation is not simply a matter of uncovering 
unconscious presentations of an instinctual urge but calls for an analysis 


Conscious ego-attitude responsible for the anxiety or guilt may, at a 
later date, begin to express some dissatisfaction with these interpreta- 
tions, and one gets the impression that he has unconsciously hoped for 


, I think it is necessary to 
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the analyst of sitting on the fence on all ethical issues, may use every 
expedient to commit the analyst to disapproving moral judgements and 
in one way or other ‘test’ him for prejudices. This state of affairs is 
commonly observed in the hysterias and obsessions, and is usually 
followed by a slight increase in the severity of symptoms. The patient, 
finding his own ego in a dilemma, reduces for the time being the super- 
ego status of the analyst and increases his own super-ego activity. 
When the position is interpreted, a swing back is observed. The 
symptoms alleviate a little, and the analyst is once more placed in the 
super-ego position. Unless checked by still further interpretation, 
however, this recovery is followed by yet another increase of symptoms, 
due this time to the swing back having gone too far leaving the 
patient’s ego in too anxious or guilty a state. Needless to say, unless this 
swing back is checked by suitable interpretation the analytic situation 
may become extremely difficult. The identification with the (real or 
imagined) super-ego of the analyst develops into an actual introjection 
and gradually shows the intractable characteristics of all introjections. 
This is one of the commonest causes of stalemate in analysis. 

Observations of this kind permit us to modify our estimates of the 
original course of the opening phase. When describing this phase it was 
pointed out that the order of emergence in the analytic stream of the 
various familial imagos was of clinical significance, throwing light on 
the historical (developmental) importance of the family figures. We 
can now see that this order gives us some clues as to the variety of ego- 
defence that may be expected during the analysis. Where, for example, 
there has been an early emergence of hostile relations to the father, we 
may expect not only that the first analytical resistance will be made on 
the basis of identifying the analyst with the father-super-ego but also 
that identification through the analyst with this father-super-ego 
will provide the basis for symptomatic defences. 

To round off this consideration of functional defences we may now 
consider the mechanism of sublimation, which when combined with 
the secondary mechanism of rationalisation, can often cover quite 
active defences. Regarding sublimation we need only say here that 
whilst dynamically it is a form of desexualisation of instinct that spares 
the energy required to maintain a constant process of repression and 
aim-inhibition and which also frees energy for non-libidinal aims, its 
clinical manifestations depend on a process of deflection which in turn 
depends on the mechanisms of symbolic identification, displacement 
and substitution. So that when we come to examine a sublimation it is 
rarely difficult to see at what point in infantile development the 
deflection was unconsciously initiated or the possibility of side-tracking 
established. From the facts that in the formation of neurotic symptoms, 
the breakdown of existing sublimations is often a precipitating factor, 
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and that in their place we can frequently discover some activation of 
perversion formations or phantasies, we can infer that desexualisation 
is rarely complete and that with the general process of regression that 
ultimately leads to symptom-formation the original libidinal pilot- 
impulses of sublimation are reinforced by libidinal energies set free 
owing to the failure of repression. 

Now it is a common habit of analysts to assume that because 
sublimations represent the most advanced form of instinct-modifi ation, 
and because its manifestations are a priori unlikely to aggravate un- 
conscious conflict, no great attention need be paid during analysis to 
these manifestations. For the same reason there is a tendenc y to 
neglect the patient’s systems of cultural value from which in one way 
or another his ego derives superiority, or in the case of their breakdown, 
inferiority feeling. Yet it cannot have escaped attention that in a great 
number of analyses, questions touching on the patient’s cultural 
development appear to be very highly charged with anxiety, and, for 
example, that his cultural activities (work, hobbies, interests etc.) are 
reinforced by a kind of snobbery which suggests the weakness of the 
sublimatory process. And we are forced to conclude that his sublima- 
tions have originally been dictated or influenced by infantile conflict or 
neurosis. Much of the patient’s fear of analysis is expressed in an 
anxiety lest the therapeutic process should damage or destroy his 
creative capacities. In certain cases this may take almost paranoid 
forms. An obsessional neurotic, sensitive to every form of personal 
contact may, for example, develop the conyiction that analysis has 
destroyed his cultural feeling and forced him to develop perverse 


activities or phantasies: he may in fact believe that his ego has been 
destroyed by the analyst. From this we may assume with some certainty 


that his ego has come to symbolise his sexual power and love capacity 
and that in simpler terms of sexual and love anxiety, he not only 
fears symbolic castration at the hands of his (parental) analyst, but, 
particularly if he has a passive feminine constitution, believes indeed 
that he has already been castrated by him. 

All this anxiety regarding sublimatory activities is deserving of 
careful analytical attention. It is notorious that cases coming for 
examination because of inferiority over work-inhibitions prove, on 
investigation, to have a parallel series of sexual inhibitions and 
inferiorities, The dynamic and symbolic relations between work and 
love are rarely hard to detect. And it is equally common to find 


social achievements were about to be put to the test of naked-eye 
inspection. Such patients tend, as Abraham first pointed out, to be 
extremely critical of the aesthetic taste, cultural capacity and social 
adaptation of the analyst. 
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Now the point about these types of resistance is that where they are 
strongly maintained, a large part of the patient’s sexual anxiety might 
escape our notice; also that their successful reduction depends on 
paying attention to the high defence-value of rationalisation. Rationali- 
sation is of course a very broad term and is capable of much subdivision, 
but, generally speaking, it is distinguished from pure repression in that 
the excitation in the case of repression is kept at a distance, whereas 
rationalisation is a screening process, intended to cover a flaw in 
repression, e.g. to cover ideas or actions which are intended to gratify 
an unconscious need. Rationalisations are, however, of special impor- 
tance in analysis, because we tend to reject them automatically where 
we conclude that the attendant affect is disproportionate and, what is 
much more questionable, tend to accept them on their reality-value 
when we think the reaction is adequate. This is a problem of great 
importance during the analysis of the transference-neuroses, and we 
shall consider it in more detail later. To continue with the functional 
analysis of what we might call cultural resistances (and in specific 
instances occupational resistances), we find that behind a smoke-screen 
of rationalisations, there exists a system of ‘faulty’ sublimation, 
meaning by this term sublimations which are constantly threatened by 
the emergence and canalisation along the sublimatory channel of 
repressed impulses. This infiltration of the sublimatory process by 
Id-excitations, which occurs during resistance periods of analysis 
(phases of lack of interest in hobbies or of concentration at work), may, 
as has been indicated, lead to an exacerbation of symptoms which are 
then advanced as reasons for the diminution in interest or capacity, 
An anxiety-hysteric, for example, explains that he cannot read or 
attend the office because his eye symptoms have unfortunately in- 
creased or his power of concentration disappeared. In short we can 
see that every form of instinctual modification can be used for defen- 
sive purposes, that the ego is constantly engaged in keeping a balance 
between defence and counter-attack, between restricting the ego and 
attacking the parental imagos and that in analysis those mechanisms 
can be mobilised for purposes of current resistance. 


All of which brings us naturally to the third avenue of approach 
to resistance problems, viz. the study of transference resistances. 
Obviously many of the functional resistances we have been describing 
could also be called transference resistances in so far as the activity 
of any particular mechanism is expressed through the patient’s 
reactions to the analyst or through the imagined reactions of the analyst 
to the patient. Should we not therefore include transference resistances 
under the heading of functional resistance? The answer is of course 
that this would be a perfectly legitimate procedure, We cannot 
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recognise too often that the isolation of different groups of resistance is 
very largely a matter of clinical convenience. There is always an over- 
‘lap between the different forms of metapsychological approach. Even 
so it would be justifiable to single out transference reactions as a 
specially important and informative variety of displacement or 
substitution of unconscious objects. A little experience of transference 
manifestations shows, however, not only that the displacement is much 
more extensive than usual but that it comprises whole phases of 
experience, that it includes as well as instinctual derivatives and 
characteristic mechanisms a forward movement of older ego and super- 
ego formations. In fact, transference resistances represent also a highly 
specialised form of ego-defence, in which an attempt is made to avoid 
the uncovering of conflict by re-enacting it in a current setting, 
namely in the analytical situation and in terms of current react ions to 
the analyst. Moreover, it represents an attempt to snatch real libidinal 
gain, as it were, on the run. That these transferences can act as a 
resistance is of course more obvious in the case of negative trans- 
ferences, in which either the hostility to the parent of the same sex (as 
in the case of positive Oedipus rivalry) or to the parent of the opposite 
sex (as in the negative Oedipus situation) is transferred to the analyst 
irrespective of the sex of the latter. In such instances it is not difficult 
to see that even the most elaborate concern with alleged current 
reactions of or to the analyst symbolises ideas of active or passive 
castration. But at first it is more difficult to realise that beyond a 
certain stage of the analysis the more positive transferences derived 
from the Oedipus complex can be even more effective resistances, not 
only when they cover, as they often do, negative reactions, but when 
they represent an attempt to substitute an infantile system for a 
present-day situation. In the latter eyent they lead to either stagnation 
of the analysis or, if the infantile conflict has not already been re- 
duced, to exacerbation of symptoms. 

Needless to say, it would be entirely misleading and indeed inaccurate 
to suggest that transferences are merely resistances: or that even 
considered as resistances they function like other forms of current 
defence. Transferences and the special analytic situation of the trans- 
ference-neurosis constitute an indispensable source of information 


-analysis, one which, provided we can keep control of the situation, is 
to be welcomed, but they provide us with a recognisable outline of the 
kernel complex of infancy and childhood, namely, the Oedipus 

The transference situation constitutes a 


i a hes 
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revival, re-animation and re-experience in analysis of incest-wishes and 
of the incest-barrier. Transference resistances clearly indicate the 
existence of the incest-barrier but, as has been indicated, they also 
arise from the transfer of positive Oedipus wishes. Not, by the way, 
the activation of conscious incest-wishes of an adult variety, a type of 
sexual wish frequently encountered and frequently gratified, but the 
conscious conviction through mental experience of the reality of the 
infantile Oedipus phase with all its frightening intensity and anxiety 
of consequences. This can occur nowhere else in human experience 
except in some of the phases of the psychoses, where, however, the 
content is not fully recognised. To be sure, transferences exist outside 
analysis and even during analysis extra-analytical transferences can be 
readily formed. The transference-neurosis too can also form outside 
analysis, as in the case of neurotic marriages. But in these instances too 
the real nature of the transference remains concealed. In analysis the 
nature of the transference is not so easy to conceal and in any case must 
be uncovered. 

In short, the manifestations of the transference have a predominantly 
infantile character. Analysis is equated not only with simple situations 
of a nursery type, as, for example, excretory rituals, but with purely 
unconscious phantasies and reactions many of which centre round the 
subject of castration. All patients expect to lose something in analysis 
and many show from the beginning what the unconscious estimate of 
the analytic situation is, A patient dreams on the second day of analysis 
that he has just climbed a rickety scaffold, apprehends execution and 
begins to beat a speedy retreat by climbing down over the railing, 
saying all the time in an expostulatory manner ‘Look here, I must be 
getting down out of this or there will be trouble’. Similarly with the 
castration wishes of the patient. An obsessional neurotic whose first 
sign of symptomatic alleviation was celebrated by a successful act of 
intercourse, continues the celebration in a dream in which the analyst 
addresses an audience from a platform at the back of which the patient 
is standing feeling pleased with himself. The analyst is somewhat 
dingily dressed and hanging behind his back is a dilapidated umbrella 
with some broken spokes. During the session the patient after giving 
some interpretation of his own dream, the burden of which was, 
accurately enough, that he was demonstrating to his father his 
superior sexual prowess, expresses some solicitude lest by giving his own 
interpretation he should hurt the analyst’s feeling. On taking his 
departure he says ‘Excuse me, there is something on your coat’ and 
picks a piece of fluff from the back of the analyst’s jacket. A woman 
with anxiety hysteria whose relations with her husband are un- 
satisfactory and who in consequence has made an unconscious homo- 
sexual regression, observes that one of the buttons on the analyst’s 
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coat is hanging by loose threads. Impulsively she remarks at the end 
of the session ‘I wish you would let me sew your button off’. 

These are elementary examples, but they illustrate the fact that 
from the very beginning of analysis, we may expect to find that a 
defensive or agpressive process expressed in analytic terms can be 
equated with more primitive unconscious interests. When the homi- 
cidal paranoiac shoots someone who he thinks has dark designs on his 
potency, to be effected by means of injections or electrical discharges or 
other malignant influences, we can appreciate his point of view, but 
regret his defective sense of reality. In the analytic situation we may 
sometimes regret that the neurotic or alleged normal type has not 
some of the paranoiac’s insight into the equation of treatment and 
mutilation, or even if, as occasionally occurs, he has insight, that it is 
insight of an intellectual sort, desiccated of emotion. Indeed, we may 
recall that in some reported cases of analytical resistance temporary 
attitudes of a paranoidal type have been observed. Moreover, it is 
probable that in some extreme cases of transference passion the 
erotomaniac attitude developed is a defence of the same group. 

But in addition to the fact that the analytic situation is equated with 
the Oedipus situation from the outset, we must remember that we 
have been from the very beginning taking every step possible to see 
that we lose none of the affective charge appropriate to this situation, 
At the beginning we have enforced a rule of free association; we have 
encouraged the expression of preconscious representations of uncon- 
scious wishes; we have been on the outlook for all sorts of mechanisms 
of displacement and Projection; we have reversed these mechanisms in 
order to bring out affective charges which we wish to assemble on the 
analytic field. If these charges exploded on the way, we pointed out 
their direction; if they were too explosive, we were content with a 
sample. We cannot therefore be surprised if, at the end of a few months, 
the analysis becomes charged with affect and tends to take on an in- 
creasingly infantile complexion. Every time we reversed a projection 
we did not necessarily annul it; we merely brought the underlying 
charge nearer to ourselves. 


material the patient has inevitably touched upon matters, and 
exhibited reactions, which are reminiscent of his pregenital stages of 
development, his reactions to thwarting at oral and anal stages, with 
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see their feet of clay, we are laying up a lively charge of analytical 
criticism for ourselves, in other words, courting a negative transference. 

Now quite apart from the fact that we prevent overcharge by 
various amounts of current interpretation, the patient, too, is attempt- 
ing to deal with oyercharge, but with a significant difference in aim. 
He is showing perfectly normal function in the endeavour to bind his 
charges of hostility; but he is anxious to get them bound before there is 
any chance of opening up the original channels of communication and 
bringing them home to their infantile roots. So he binds them, if he 
can, in analysis. From this point of view the strength of the transfer- 
ence-wishes is comprehensible. It is not just for our intrinsic virtues that 
patients adopt an amiable attitude of appreciation towards us: they are 
defensively endeavouring to make puppets of us, to ‘buy us off’ before 
the matter goes any further. In the same way it is not for our in- 
adequate personalities that they castigate us, revile us, and in certain 
instances cast us out. It is an eleventh-hour attempt to bind not only 
their hate but their thwarted love. And not only their thwarted love, 
but a certain kind of unthwarted love: for we know that in at least one 
pre-phallic stage of development, to beat is to love, as indeed the sadist 
and masochist still think. Hence almost literally they endeavour to 
beat us in both analytic senses of the term or to rouse us to reprisal. 
Obsessional cases, with their anal-sadistic fixations, exhibit this in a 
characteristic way. In the opening phase they may in fact have 
recalled that as children they were violently excited and enraged by 
the administration of enemata; they may have informed us (although 
this is not so likely in the first stage) that they are still preoccupied 
with exciting phantasies of the ‘enema’ or ‘whipping’ group. We 
might, after elaboration of these subjects, come to the conclusion that 
we had ‘analysed’ this part of their development. If we did, we should 
in most cases be wrong. We should have missed entirely the defensive 
transference repetition of these phantasies, Casting back, we should 
remember that on many occasions they had asked us with (as we now 
see) mock solicitude, whether they were doing things in the right way, 
that their association-habit was to appear or pretend to be about to give 
us something and after an imposing preamble to tell us nothing. Even 
their individual sentences may have tailed off into an indistinct 
murmur. They deny the analyst at the last minute and may from time 
to time confess that they believe the analyst is annoyed and aggravated 
by their conduct, that he may even ‘do something to them’ or ‘force 
them to associate’ or ‘punish’ them. And one forms the impression 
that behind all this lies a libidinal phantasy of a masochistic type, i.e. 
the angry analyst administers an enema. But in the first instance all 
we can say is that judging by their associative responses and superficial 
phantasies they are in a state of resistance. In many instances, however, 
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a preliminary interpretation of the infantile passive anal-erotic 
phantasy will lead to the uncovering of the transference phantasy. The 
resistance is in fact a transference resistance, which, however, it is 
important to add, sheds a useful light on the patient’s libidinal 
development. And here for the moment we must leaye the subject, 
to return to it when considering the stage of transference-neurosis, 


CHAPTER V 


DEFENCE-RESISTANCE (2) 


Rese briefly the varieties of transfer- 
ence-resistance, it is apparent that these assume characteristic forms 
in accordance with the level of infantile object-relations at which conflict 
first arose. As will be seen in due course, it is possible to classify them 
according to stages of libido and ego-development. This fact suggests 
what is indeed the case, namely, that all varieties of resistance can be 
classified in terms of their developmental order and importance. The 
fourth of our approaches is therefore in the first instance a develop- 
mental one, As, however, this is an extremely wide approach and as, 
after all, we are mainly concerned in clinical psycho-analysis with the 
treatment of symptom-formations, sexual disorders and charactero- 
logical difficulties, it is justifiable to limit this developmental approach 
to a consideration of resistances in relation to fixation points, and to the 
choice of disease, e.g. the option of neurosis. In other words the 
approach is mainly etzological. 

Now in the case of neurotic symptoms the fixation point of the 
formation represents that part or level of infantile development at 
which a halt is first called to the regression of libido that follows 
frustration (the precipitating factor). The combined charges of 
regressive libido and of libido under repression are too strong for the 
unconscious ego to cope with. Repression being in any case faulty, 
the actual symptom-formation is then developed. The object of the 
symptom-formation is to prevent a break-through into consciousness 
and activity of the repressed libido which hypercathects the fixation 
point. Inevitably therefore when the analyst sets about re-enacting 
the steps in symptom-formation the same ego defences are set in 
operation as first determined the symptom. 

The influence of fixation points on resistances can be detected in the 
associative material and in the reactions of the patient. Of the many 
observations we make during the opening phase of analysis without 
necessarily communicating them at once to the patient, different types 
of association and different attitudes to objects and activities come easily 
first. And the reactions most easy to observe are those derived from 
libidinal components or from the appropriate form of infantile sadism. 
One thinks, for example, of typical anal reactions and attitudes, the 


halting or obstinate tempo of associations, the attitude of grudge or 
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reluctance to part with them, the nursing of ideas, the impulse to give 
a complete or rounded narrative, the resentment of interruption, the 
rejection of interpretation, sensitiyeness to changes in the time of 
appointments, reactions to the payment of fees, and so on. Evidence of 
the same types of reaction are to be found in the patient’s extra- 
analytical relations to all external objects or again in his attitude to 
activities, professions or professional hierarchies, to authority, to 
underlings, etc. But, you may legitimately ask, do you not analyse all 
these as they appear; what do you mean by not communicating them ? 
Now of course we do analyse or rather ventilate many of these attitudes 
immediately and, it may be, quite early in analysis: not necessarily all, 
however—otherwise we might get side-tracked or teach our patients 
how to side-track themselves. But at the beginning our purpose is to 
ventilate everything that is a stumbling-block to the unfolding process 
in analysis, What do we keep to ourselves for the time being is an 
increasing conyiction of the significance of certain stages of develop- 
ment. The time to ventilate this most effectively is when, in the recon- 
struction of the Oedipus phase during the transference-neurosis, we are 
able to give actual point to our earlier generalisations and impressions. 
In other words, the importance of the anal-erotic or of any other 
libidinal primacy can best be established in the frame-work of object 
relations. To give an example, in the analysis of a slip or attitude which 
had some clear anal significance, I should be satisfied in the earlier 
stages if, as the result of my interference, the patient brought up an 
earlier set of reactions of a similar kind or, better still, if he recalled 
nursery memories of unimpeachable intensity. In the second phase 
I should want to know first what the transference-significance was, and, 
if the time was ripe, I would endeavour to correlate this with previous 
interpretations, always provided I could add a little point to a previous 
comment, in other words, provided I could lead back from the transfer- 
ence interpretations to the original infantile setting, of which there had 
already been evidence in the opening phase, If, at first, we get side- 
tracked in proving to the patient that he is a thoroughly anal type, we 
may not only arouse his later legitimate defences at an earlier stage, 
but may provoke the question ‘What of it?’ before we are actually 
able to give a satisfactory answer, What we have really done by over- 
emphasising our interpretations (however accurate they may be) is to 
prove, to our own satisfaction, that the patient has passed through an 
anal-erotic phase, a fact which of itself neither illuminates nor advances 
the analysis, Moreoyer, we have proved, to the patient’s dissatisfaction, 
that our zeal for discovery or corroboration has outrun our analytic 
discretion, Later we may haye to pay dearly for haying aroused in him 
the feeling that he is being deliberately disparaged or even insulted. 
Indeed if he knew his analytical theory well enough, as quite a number 
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of well-read patients do, he could easily have retorted that so far from 
being an anal type, he had developed almost too sensitive defences 
against infantile anal impulses. 

The same comment, incidentally, applies to the premature insistence 
on transference interpretation isolated from the context of the 
patient’s symptoms or character difficulties. If, for example, encouraged 
by the observations of some early anal-erotic reactions in an obsessional 
case, we take occasion to make an immediate anal-erotic transference 
interpretation of his first delay in paying fees, we have merely made a 
comment on his characterological reactions without any indication of 
their relation to his early object-relationships. And the net result is 
probably that the patient takes the comment not only as a personal 
reflection on his integrity but as an indication of our own financial 
anxiety, a diagnosis which may indeed contain more than a grain of 
truth, To be sure, the unconscious symbolic equation of money and 
faeces is a well-established analytical fact. But the interpretation of 
symbolism in analysis is a means to an end: we should have that end 
clearly in view before we embark on the interpretation. 

Needless to say, fixation resistances are capable of the most elaborate 
classification, in order of libidinal primacies, of object relations and of 
the historical level of pathogenic infantile frustration. Mutatis 
mutandis the manifestations of anal-fixation described above can be 
paralleled in the case of oral, urethral, cutaneous, muscular and other 
erotic primacies. Each of the component impulses can contribute to 
fixations. But a detailed account of these primacies and of the nature of 
object relationships characteristic of each of them belongs to a syste- 
matic treatise on psycho-analysis. We may be content here to single out 
two of the main difficulties encountered in the diagnosis of fixation 
phenomena. The first of these concerns the question of multiple 
Jixation points * and the second raises the problem of distinguishing on 
the one hand between fixation phenomena and the shifting emphasis of 
regression and on the other between fixation phenomena and the 
defensive forward movements of libido. 

Study of mixed cases of transference neurosis, in particular of 


* As I hold strongly that the teaching of students of psycho-analysis should 
be based on proven principles and practices and that controversial theories and 
practices should never be propagated under cover of training lectures, I have 
refrained from introducing here the theory of nuclear development of the ego 
(and super-ego), which I have advanced for some years. I wish to point out, 
however, that the theories of component impulses, and of multiple fixations 
are entirely congruous with this nuclear theory which is indeed merely a 
logical extension of them to the structural development of the mental appara- 
tus. I maintain that the development of the ego and all the etiological formula- 
tions that depend on isolating stages of this development can be properly 
understood only if we accept some nuclear hypothesis. 
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anxiety-hysteria and obsessional neurosis, often uncovers the existence 
of two distinct fixation points or periods, which may, however, be closely 
associated or overlap to some-extent. In such cases we have to consider 
the possibility that pathogenic frustration and conflict have arisen at 
two distinct points in infantile development. Eyen more complicated 
is the situation in transitional formations of the drug addiction type in 
which as many as three distinct fixation points can sometimes be 
detected. In psychopathic cases of delinquency, a number of early 
scattered fixation points can often be established. The same is true of 
schizophrenic types. Indeed, the diagnosis of multiple fixations is at 
first more easily determined by clinical standards and analytic confirma- 
tion calls for the most careful discrimination. 

As for the distinction between fixation and either defensive regres- 
sion or defensive progression, this is one of the oldest and most 
ticklish problems which have perplexed the working analyst. We have 
not yet arrived at the stage of laying down dependable criteria in this 
matter. Absence of these is responsible for most mistakes in diagnosis 
and interpretation: and as a matter of theoretical interest it is also 
responsible for most of the etiological blunders which from time to 
time add variety and interest to the history of analytical research. 
Admittedly the problem does not arise so frequently in the case of 
uncomplicated neuroses and sexual difficulties or perversions, but in 
almost every other type of case it is a hardy and perennial source of 
difficulty. 

Perhaps the best example is that of the lesser depressive states which 
may manifest, in a mild form, all the characteristic features of a true 
melancholia. Such a person may in analysis present the usual features 
of oral-sadistic fixation and defence, and the mechanisms he adopts may 
be indistinguishable from those observed in deep depressive states. Yet 
often enough it will be found that what appears to be a true oral- 
sadistic regression remains completely refractory to approach along 
classical lines of depressive interpretation, only to resolve when the 
deep inferiority of a typical castration complex, set in a matrix of 
passive unconscious homosexual organisation, is uncovered. In two 
cases analysed at the same time an interesting contrast was observed. 
In one instance the patient, a professional man, widely read in modern 
clinical psychology, evinced an early concern with oral manifestations 
and by diligent research amongst the family archives was able to 
establish to his own satisfaction that he suffered from an incurable oral 
regression. The other patient was entirely unversed in psycho-analyti- 
cal literature. In both cases the symptoms were almost identical and 
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both cases with a circumcision trauma following the birth of a rival 
brother at an early stage of his Oedipus phase, namely, almost three 
years of age. The ‘incurable oral regression’ proved to centre round 
unconscious fellatio phantasies which when linked with the circumci- 
sion trauma provided the basis for an inadequacy arising from a con- 
viction of having been castrated. In short, we should always bear in 
mind the possibility that a seemingly deep regression may be a cover 
for a later fixation. 


It is now time to consider types of resistance characteristic of different 
disorders. I wish to make only the barest reference to these here, 
because the subject will occupy our attention more fully when we come 
to consider different forms of the ‘transference-neurosis’. This is, 
however, a suitable moment for reminding ourselves that the first 
steps in the direction of an orderly classification of mental defences, and 
of their correlation with different stages of development (and therefore 
with the disorders attendant on fixations at these various stages) was 
taken by Freud in his monograph on Inhibition, Symptom-Formation 
and Anxiety, a work which more perhaps than any of Freud’s clinical 
contributions has been misunderstood and neglected by psycho- 
analytical students. Put very simply, the position is as follows: Freud, 
examining the problem of anxiety, came to the conclusion that anxiety 
is a danger-signal given by the ego as a warning against the danger of 
approach of a state of psychic helplessness in the face of overwhelming 
stimulation; it is a sort of sample-reminiscence of a previous helpless- 
ness as experienced at birth. In considering what might represent a 
danger of helplessness, he concluded that this would be modified in 
different stages of development, and he correlated these modifications 
with different clinical conditions, e.g. fear of the loss of the protecting 
and gratifying object with early infantile phobias, castration-fear with 
later phobias, fear of loss of love with hysteria and fear of loss of love 
by the super-ego with obsessional neurosis. Then, taking up the 
question of defence, he suggested that repression is a process having a 
special affinity with the genital organisation, and is therefore the 
characteristic mechanism in hysteria: in the case of the obsessional 
neurosis he pointed out how regression to an earlier stage of libido- 
development is used as a defence. Further, in regard to reaction- 
formation, he showed how in obsessional neurosis this is directed 
against inner stimuli, i.e. the strength of instinct-excitation, whereas in 
hysteria the counter-charge is directed mainly towards external 
stimuli calculated to arouse inner excitation. The summary I haye given 
is extremely inadequate, and it is not to be supposed that there is any 
hard and fast separation to be observed in any one case. But these 
general indications can, I think, be turned to advantage during the 
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analysis of resistances. They explain, for example, the necessity which 
the hysteric shows for feverish retention of an inflamed transference- 
situation and make us understand one of the reasons why the analysis 
of the transference is so vigorously resisted in spite of its extremely 
obyious manifestations; the patient is struggling to avoid a traumatic 
situation implied in transference-dissolution. Hence, for purposes of 
reassurance, it is necessary to feel that the analyst really loves him or 
her. Moreover, it is doubly necessary for the patient to keep alive 
transference-passion in order that this may cover hate-tendencies by 
hysterical reaction-formation. Further, we can understand why the 
phobia patient tends to behave in analysis as if he were in imminent 
danger of castration at the hands of the analyst. Freud’s views showed 
us that much of our work in the obsessional neurosis will be the 
reversing of reaction-formations, retracing the course of regression, 
placing thought-bridges over the defensive yacuum-belts of what he 
described as rsolations and analysing the ambivalent reversals and 
reparations of undoing; again, that we must not be deluded in obses- 
sional cases by the fact that the presentations are not repressed, although 
much distorted: that we have still to make such patients as affective in 
thinking as the hysteria is affective when his repressed ideas are un- 
covered. Moreover, we can understand why even the slightest ventila- 
tion of phantasy in obsessional neurosis is heralded by an interminable 
string of apologies made ostensibly to the analyst, but actually produced 
for home consumption. The patient is placating his super-ego, 

It is a mortifying thought that, in the period that has elapsed since 
Freud threw out these invaluable hints regarding etiological levels, 
little or nothing has been done to apply them to other types of disorders, 
and thereby possibly to extend the range of psycho-analytic therapy in 
so far as that can be achieved by more accurate interpretation or 
selection. A certain amount of speculation and conjecture unbacked by 
reliable evidence has led to some fanciful and undisciplined theories 
regarding the earliest years of infantile development: but most of 
these have already been discredited amongst thoughtful analysts 
through their inherent extravagance or haye encouraged their authors 
to project themselves forth of psychological thinking into a mystical 
land of psycho-physiological hypothesis where no clinical measures 
exist. What remains is in the nature of tentative exploration of 
etiological lines of adyance which had already been indicated in Freud’s 
work. Most of these bear, as indeed they must, on problems of resis- 
tance and may be singled out here, 

The rôle of the actual neuroses (anxiety-neuroses, neurasthenia) in 
preparing the ground for neurotic symptom-formations has long been 
recognised in the case of conversion-hysteria. These conditions some- 
times give rise to difficulties in differential diagnosis, Now that more 
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attention is being paid to psycho-somatic states these difficulties have 
increased. In both instances accurate diagnosis can sometimes be 
facilitated by a study of the nature of resistances that appear under 
analytic observation, in particular the transference resistances. 
Whereas in the pure psycho-neuroses the symptom-resistances follow 
the classical outline and transference manifestations soon develop 
into the transference-neurosis, in the actual neuroses this does not 
occur. The condition remains refractory to interpretation, In the 
psycho-somatic states, the resistances do not follow the psycho-neurotic 
pattern, being as a rule only slightly greater than those observed in the 
analysis of normal individuals. Also, interpretations seem to owe their 
occasional rapid action to theextent that theyloosencharges of dammed- 
up affect. The elaborate mechanics of neurotic resistance are not 
observed unless the condition is already complicated by neurotic 
symptom-formations. Here again transference phenomena correspond 
more to the floating transferences observed in normal individuals and 
during the opening phases of analysis. 

As for the more severe psychogenic disorders, e.g. the drug addictions 
and psychotic states, the differences in resistance are mainly functional 
in type and depend on the developmental level at which the fixation 
points exist. This is of course no new discovery. The rôle of introjection 
in the depressive wing of the psychotic states and of projection in the 
paranoid wing has long been familiar. What is not yet clear in these 
conditions is the interaction of functional defences. Although we now 
know that the repression, reaction-formation and regression group play 
the major part in the later psycho-neurotic states, the rôle of repression 
and regression must also be taken into account in the analysis of 
deeper disorders. But the deeper we go the less organised the ego 
defences; hence, ego-analysis tends to give place to the analysis of 
functional resistances, 

In the psycho-sexual inhibitions, the resistances correspond to those 
observed in conversion and anxiety hysteria: in perversions the ego- 
resistances are more profound, and the resistances and transference 
phenomena are rarely more than exaggerations of those observed in 
the analysis of normal character. Marital and social difficulties have 
many features in common. In both instances ego-resistances appear 
early in the opening phase and are difficult to reduce. In marital 
difficulties we have also to deal with the fact that already in the opening 
phase, something akin to the transference-neurosis already exists, 
having naturally an extra-analytical direction and negative tone. I 
mean of course the marital situation itself. The nature of the resistance 
in anti-social disorders varies according to the type. The analysis opens 
with a prevailing negative transference although a tenuous thread of 
positive but highly capricious transference can be evoked according to 
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the general attitude of the analyst to his patient. The patient’s 
repetition of ‘testing’ situations, intended to compel the analyst to 
behave in such a way as would justify the negative transference, gives 
rise to special difficulty; and evasion of super-ego tension is a 
prominent feature. 


So far our approach to the problem of resistance has been syste- 
matic, a general description of clinical appearances, function and 
relation to stages of development. But we must not lose sight of the 
fact that in actual analysis the problem has an essentially practical side. 
When we stand back from analysis we can visualise the de ensive function 
of resistance: but when we are actually engaged in analysis the out- 
standing fact is that the patient’s own personality is the mouth-piece 
through which these defences are expressed. In short, the general 
impression given is that the patient is personally resisting, instead of 
being the tool of his unconscious mechanisms and conflicts. This does 
not apply so much to the difficulties arising at the very beginning of 
analysis, where he seems to be ‘doing his best’. When describing the 
opening phase I offered as a tentative explanation the possibility that 
these were mainly super-ego resistances associated with guilt-feeling. 
But I also suggested that the next batch had a different origin, that 
they were typical ego-resistances. Now, when these general ego- 
resistances gradually shade off into specialised transference-resistanc eS, 
they are apt to create an impression of ‘ perversity’ in the sense in 
which a child may exhibit a socially perverse disposition. Now it is 
partly true to say that sooner or later the patient behaves like a 
perverse child, and there is no objection to this description, provided 
we keep in mind that a perverse child is a child already on the defen- 
sive against instinctual urges. It is of course inevitable that as the 
analysis proceeds and infantile development is unfolded, either direct] y 
or indirectly, the analytic situation will take on the colour of an infantile 
situation and the patient behaves at times precisely like a thwarted 
child. By our very procedure we have in effect been encouraging him 
to do so. He may experience the impulse to yell and scream, to throw 
things about, to gnash his teeth, to say ‘shan’t’ when encouraged to 
associate. He may, in fact, carry many of these impulses into action. 
All of these are typical transference-repetitions of a regressive type, and 
usually disappear after interpretation of the situation in relation to 
infantile development. They may recur, but can once more be 
reduced. 

Sooner or later, however, we find that some situations cannot be 
reduced in this way. Situations of mistrust, injury, grievance, de- 
preciation, etc., often dramatically represented in the transference, 
may begin to dominate the analysis for the time being. We give what 
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seems a valid interpretation, but the effect seems to be either minimal 
or transient or entirely nil. The same or similar material comes back 
seemingly just as highly charged, and the defensive reactions are as 
vigorous as ever. We repeat our interpretation, possibly from a new 
angle, but again the result is the same. The process is repeated over a 
long period, until we begin to think we are dealing with a transference 
manifestation of obstinacy. In the sense of fixation this is no doubt an 
accurate enough estimate: but we find that even repeated interpreta- 
tion of the situation on the basis of negative transference-repetition 
does not seem to make much difference. We think of some concealed 
exhibitionistic satisfaction, but interpretation along this line does not 
materially alter the situation. We labour to resolye some identification 
or introjection which enables the patient to retain within the confines 
of his ego conflicts that were once associated with infantile object- 
relations. But the analytic situation does not alter. In short, having 
exhausted the possibilities of resistance arising from the ego or the 
super-ego, we are faced with the bare fact that a set of presentations is 
being repeated before us again and again. That is, at the same time, a 
clue to the understanding of the situation, because the nearer we get 
to seemingly blind repetition, the nearer we are to a characteristic of 
instinctual excitation. It seems then that the id has turned the tables 
on us. We expected that by removing the ego and super-ego resistances 
we should bring about something like automatic release of pressure, 
that the charge would either dissipate itself explosively and openly, or 
that some other manifestation of defence would immediately arise to 
bind the freed energy, as happens in transitory symptom-formation. 
Instead, we seem to have given a fillip to the repetition-compulsion, 
and the id has made use of weakened ego-defences to exercise an in- 
creased attraction on preconscious presentations, an attraction the 
existence of which is of course already familiar to us in observing un- 
conscious drift during free association, in dreams, in symptomatic acts 
and in symptom-formation. For this reason Freud described the 
manifestations as being the resistance of the id. He had already told us 
that during analysis there are certain situations which cannot be 
immediately resolved by mere interpretation, but require a process of 
more or less prolonged ‘working through’. This process of ‘working 
through’ is now recognised as the only method at our disposal with 
which to counter the id-resistance. The id, haying no organisation, 
cannot be affected save through the presentations it charges and the 
affects it initiates: that is to say, we can only deal with it wa its 
boundary-formation, the ego. 

For both clinical and theoretical reasons, therefore, it is not possible 
to lay down fixed criteria of Id-resistance, apart of course from the 
obyious clinical indications of an arrested analysis. But it is reasonable to 
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assume that since Id-resistance presents the repetitive characteristics 
of instinctual excitations, the most obvious examples will be found in 
the deeper forms of mental disorder. The fixed paranoidal delusions 
directed against the open emergence of unconscious homosexual 
anxiety present all the features of Id-resistance and the self-deprecia- 
tion of depressive cases that arises from inverted hostility following 
traumatic rejection by infantile objects whose imagos are at the same 
time introjected gives rise also to characteristic Id-resistances. In both 
cases the conscious manifestations are exceedingly intractable: the 
themes of hurt and rejection are constantly reiterated in association, 
and the patient’s lowered affective reaction tends to remain constant. 
But it would be a mistake to imagine that Id-resistance is confined to 
such deeper disorders. In a sense it might be said that the repetitive 
frictions and other emotional habits of everyday life, though not of 
course analytic resistances, are true Id-resistances to social conditions, 
This fact accounts, incidentally, for the difficulties encountered in 
analysing normal individuals, not excluding such analytical candidates 
in training as appear to be normally adjusted; also for the fact that 
many of those analyses are, so to speak, purely formal. But clinically 
speaking the most interesting examples are those observed in mono- 
symptomatic phobias and in the various character disorders. A middle- 
aged balding man suffering from a phobia of baldness passed through 
an opening phase in which the spread of associative material seemed 
reasonably wide. As the transference phase approached, heralded by 
negative reactions which were barely concealed by a deferential 
attitude, the self-depreciation and inferiority associated with the 
phobias began to occupy the analysis to the exclusion of everything 
else. An occasional dream indicated the unconscious homosexual basis 
of the anxiety. The phobia was in fact a defence covering a paranoidal 
reaction and shortly afterwards the patient broke off analysis, 
Another example, also that of an anxiety-hysteria, throws some 
light on the nature of those resistances which take the form of extra- 
analytical deflections of libido. As the patient began to make efforts to 
overcome her agoraphobia, her associations began to express themselyes 
in unending criticisms of various details of her domestic life, in 
particular the shortcomings of her husband as a domestic companion 
and help. She could talk of nothing else and seemed to be obsessed 
with the ideas. At the same time she developed the habit of making 


but socially innocent advances she made to them. These two resistances 
dovetailed and dominated the analytic situation, until the uncovering 
of a traumatic seduction carried out by her nanny over a prolonged 
period of early childhood, allowed her homosexual defences to 
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appear. With the analysis of these defences, the Id-resistance began to 
give place, first, to an increase in symptoms, next to a normal analytic 
transference and subsequently to a successful reduction of the phobia. 
From that time the marital situation, though by no means ideal, began 
to run without obvious friction. There was in fact no doubt that 
she passed through a phase in which Id-resistance governed the 
analysis, and regulated the extra-analytical deviations of her libido, 

At this point you will doubtless recall that earlier in this chapter, I 
described certain ‘doldrum’ periods in analysis, describing them 
generally as being at first unobtrusive and relating some of them more 
specifically to exhibitionistic tendencies, manifestations of transference, 
etc. I was careful, however, to add the saving clause ‘where there is 
no evidence of ‘working through” ’. The reason is now apparent, If 
we are certain that the defences in operation are ego-defences, we may 
expect to obtain some result by directing attention specifically in these 
directions, but if the ‘doldrum’ is due to Id-resistance, continuous 
hammering at the ego, on the grounds of vague feeling that we are 
dealing with transference perversity, is not likely to produce any 
result, and may in addition give the patient an impression of perversity 
on our part. Hence, I have left the question of ‘working through’ 
almost to the last in order to correct the impression of personal 
motivation in resistances. It has to be admitted that the existence of 
Id-resistances is generally arrived at by a process of exclusion, and in 
practice it is prudent to do so: we are less liable in this way to overlook 
unobtrusive ego-resistance. For the rest we must depend on our feeling 
and judgement as sharpened by experience. I have remarked else- 
where that there is an absorption-point for all kinds of interpretation, 
to go beyond which is unnecessary and sometimes inadvisable. This is 
true of local resistances and especially true of larger movements of 
resistance. When we have found that a repeated interpretation has no 
effect, the first thing to do is to consider whether it is valid or covers the 
ground sufficiently, and the second is to look round the analytic situation 
and the patient's external situation for possible oversights and omissions. 
During this process we need not press interpretation any further: we 
must wait until we have more information to go on. In the meanwhile, 
the patient will have a needed respite during which he will continue the 
process of ‘working through’. 

Before leaving the subject it is desirable to emphasise the fact that 
the concept of Id-resistances raises a number of issues that bear vitally 
on the therapeutic virtue of psycho-analysis. It serves to remind us 
that no case should be recommended for analysis without making a 
careful estimate of the chances of striking an intractable Id-resistance. 
Prognostic skill depends in fact on the capacity to make such estimates 
with reasonable accuracy. It also serves to remind us that the therapeutic 
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length of an analysis should not be measured or estimated by numbers of 
sessions. I have already advised against taking too schematic a view of 
analytic situations and phases, valuable as these conceptual devices are. 
Candidates are sometimes in the habit of commiserating with or 
blaming themselves because they ‘got nothing out of’ such and such a 
case on a given day, week or month. We shall see later that this may 
be an unnecessary manifestation of guilt or anxiety in the face of 
Id-resistance, 

On the other hand, common honesty demands that the analyst 
should not seek to extenuate his failures on the plea of Id-resistance, 
Unquestionably, a great number of the stalemates that occur in the 
analysis, particularly of character disorders, borderline psychoses, 
sexual perversions and marital difficulties are due to Id-resistance ; 
although I maintain that the number of these stalemates would be 
greatly reduced if analysts, when selecting cases, paid more attention 
to prognostic criteria. But it would flout all scientific traditions were 
analysts to cover their retreat from an otherwise unsuccessfully 


resistance. Medical analysts are amply protected in law from charges 
of professional incompetence. To be quite fair, their desire to cover 
failure is dictated less by professional anxiety than by a reluctance to 
admit lack of success to their analytical and psychiatric colleagues. And 
no doubt they would be less secretive about their results if they had not 
themselves overestimated the virtue of psycho-therapy. The proper 
course to pursue when an analysis shipwrecks on Id-resistance is to 


of everyday life unregulated by analysis the patient may become more 
accessible. What the analyst should not do is to pretend to himself, on 
the strength of some general alleviations in a non-symptomatic 
direction, that the patient who has not lost his symptoms is somehow 
‘cured’ or ‘analysed’. No doubt the analyst is entitled, like all medical 
men, to claim that a patient is ‘improved’ or ‘much improved’. But 
if he makes use of this familiar series of medical categories he should 
not be afraid to employ the whole series and to say frankly when a 
patient leaves analysis ‘in statu quo’ or ‘worse.’ 


One final example of resistance requires special mention ‘in our 
review. It is the resistance due to the disturbing effect of analysis on 
the ‘gain through illness’. I need not take up your time with the 
distinction between primary and secondary gain, nor need I give any 
detailed clinical illustrations of these differences. Psycho-analytic 
literature is full of dramatic case-histories illustrating the operation of 
“gain through illness’, I would merely point out that the Operation of 
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‘gain’ mechanisms can be observed very clearly at two points in 
analysis. The first is when in the course of a developing transference 
the patient can afford to abandon some of his symptoms. At this stage 
we can often observe an attempt to strike a new bargain and can judge 
from the nature and urgency of transference demands the libidinal and 
ego value of the earlier construction. We may, for example, have 
inferred from the nature of the symptoms accompanying a depressed 
state that they represent a distorted and inverted sadistic phantasy. 
Striking confirmation of the accuracy of our impression can often be 
observed during phases of remission. The patient may make quite 
overt demands on the analyst for the satisfaction of active or passive 
sadistic impulses, and react to the absence of gratification by a resump- 
tion of symptomatic expression, a resumption which, by the way, 
should be countered as far as possible by interpretation of the gain 
mechanism. The second opportunity occurs towards the end of the 
analysis, when the patient, apprehending loss of the transference 
situation or finally realising that transference demands are barren of 
fulfilment, in fact incapable of it, endeavours to fall ill once more. 
This is really the crux of all analyses in which improvement has not 
automatically followed during the earlier stages. At this point we are 
often faced not only with exacerbation of symptoms but with a 
comprehensive resistance in which every device is employed to obstruct 
the successful ending of analysis. 


We are now in a position to summarise our views of resistance and 
to correlate them with the formulations on the subject given by 
Freud. Freud classified resistances into five groups in accordance with 
their origin. 

First of all, the ego uses the customary defence-resistances 
against id-excitations in order to keep unconscious presentations 
from consciousness in analysis. These are repression or defence- 
resistances. 

Secondly, we have the transference-resistances, which endeavour to 
avoid memory work by keeping alive a new enactment of old 
situations in the transference. 

The third is the resistance due to the gain through illness, which 
is connected with the ego’s manipulations of symptoms. All three 
types are ego-resistances. 

The fourth is the type we have described where guilt-feeling and 
self-punishment tendencies indicate a conflict between the super-ego 
and the ego. This is the characteristic of super-ego resistance, some- 
times called the ‘negative therapeutic reaction ’, when the need for 
punishment continues to exploit symptom-formations and is the 
sole remaining barrier to their resolution. 
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The fifth is the resistance of the Id, which is indicated in the 
process of ‘working through’. 

In the review given above, I have endeavoured to systematise, 
classify and subdivide resistances in accordance with metapsychological 
criteria. This involves some extension and amplification of Freud's 
categories but will I believe assist the student to place his difficulties 
with more precision. It remains only to summarise the relation of resis- 
tances to phases of analysis. For the purpose I shall limit myself to 
Freud’s five categories. 

The first group, defence resistances, functions throughout analysis 
with periodic fluctuations in activity. As a rule they catch our eye 
first, and are therefore a little too optimistically regarded as being mainly 
associated with the opening phase. Transference is, as I have said, 
always present; but the transference-neurosis is so characteristic that 
it has been given a special stage by itself. ‘Transference-resistances, 
especially in the form of manifestations of negative feeling are scen 
throughout this second stage, and again when we attempt to dissolve 
the transference. Gain-resistances are most apparent at the commence- 
ment of the transference-neurosis and in the last phase of analysis. 
Super-ego resistance is constantly operative, but may give rise to 
especial difficulty at the beginning of analysis and again in the later 
stages of the transference-neurosis. On the one hand, owing to the 
punishment value of symptom-formation, super-ego resistance holds u p 
the transference resolution of symptoms, i.e. it prevents a full expan- 
sion of transference. On the other hand, it seeks to maintain whatever 
element of projection is already established in the transference, 
ie. it hinders resolution of the transference. When these two 
factors are accentuated we are faced with a hold-up which is only 
comparable with Id-resistance. The latter, like super-ego resis- 
tance, is always operative, but is most obvious in the second half of 
analysis. 

We have here the key to the vexed question of dealing with 
resistances. We are in constant conflict with functional ego resistances, 
and we can safely deal with these as they arise, remembering of course 
that repression is a means of preventing anxiety. Transference- 
resistances have to be commented on as they arise, but we can make 
best use of them when, by memory-work or reconstruction during the 
transference-neurosis, we seek to uncover the patient’s forgotten 
development. Gain-resistances are uncovered in the regression stages 
during the last phase of analysis, Super-ego resistances have to be 
explained early in many cases, but cannot be effectively uncovered 
apart from the transference. The Id-resistances are always present. 
Given sufficient attention to other sources, they must be given their 
own time. To this it should be added that the practice of concealing 
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failures has done serious harm to the progress of analytical research. 
Every failure is or should be a stimulus to further investigation, 
contributing first and foremost to that vital problem of psycho-therapy, 
namely, the nature, functions and distribution of inaccessibility to 
psychological treatment. 


CHAPTER VI 


COUNTER-RESISTANCE AND 
COUNTER-TRANSFERENCE 


Pes our consideration of the opening 
phase of analysis and of the varieties of defence which may be opposed 
at this stage we have gone on the assumption that the analytical 
sauce was all for the analytical goose. We have, for convenience in 
presentation, taken for granted that any difficulties arising were due 
solely to mechanisms of defence exhibited by the patient. This is a 
comfortable but totally false assumption. Indeed, we cannot profitably 
g0 on to describe the next phase in analysis without some precautionary 
consideration of the analyst’s own position. We have to remember that 
this next phase, observed it is true mainly in the psycho-neuroses, is 
roughly that of the ‘transference-neurosis’ proper, a stage where the 
history of the patient’s development leading up to and immediately 
following the infantile neurosis will be re-enacted within the analytic 
room. During this period the patient plays the part of the actor- 
manager, pressing into his service, like the child in the nursery, all the 
stage properties the analytic room contains, first and foremost the 
analyst himself. The latter, like the repertory actor, is cast for various 
réles, only a few of which, if undertaken, would be gratifying to his 
vanity: the patient, childlike, tends to project on to the analyst the 
more displeasing and distasteful parts. The situation is similar to that 
which obtains in dream-life where apparently distinct personages play 
at one time the part of object and at another the part of subject in the 
patient’s phantasy. 

There is, however, an essential difference between the play-acting 
in dreams and the play-acting which goes on during the transference- 
neurosis. It is a difference in the attitude of the dreamer and analyst 


affords respite from the recital of other and more obviously affective 
material. He is prepared during positive phases to be interested or 
co-operative in dream interpretation as if the process were a compli- 
cated but rather intriguing parlour-game. In negative phases, his 
co-operation will take the form of attempting to displace the analyst, 


vying with the latter in disinterested interpretation, or presenting 
88 
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what he considers to be more valid and ingenious explanations. The 
transference situation, however, is not ‘only a dream’. However much 
he may realise that the patient is ‘playing-up’, the analyst still 
recognises that he is a responsible part of the transference situation. In 
other words, he cannot wholly avoid taking the situation personally; 
and cannot therefore be expected to enjoy its negative aspects. 

Incidentally, study of reactions to the patient’s dreams throws a good 
deal of light on the analyst's attitude to the patient. The analyst, for 
example, is not likely to remain hoodwinked by the patient’s enthusi- 
asm for dream-analysis. But it is just possible that for some time he 
might not observe signs of reaction on his own part to dream material. 
During an otherwise obscure period in the analysis he may find him- 
self glad to seize upon a dream-fragment in the hope of illuminating 
the immediate difficulty. This is a perfectly reasonable, legitimate and 
everyday procedure. But we are not engaged for the moment with 
the technical aspect of the situation: what concerns us much more is the 
reaction of relief experienced by the analyst, indicating as it does that 
he has been worried by the apparent lack of moyement in the analytic 
situation. In other words, his attitude to this particular fragment of 
analytic material has been partly reinforced because of subjective 
tension. 

But suppose now that the analytic situation had not been obscure, 
that the analytic picture had been dominated by a negative transfer- 
ence, and that the patient’s querulous or nagging criticism had been 
punctuated by fragments of dream-material. Here any tendency to 
preoccupy oneself with the dream-material to the exclusion of a 
pressing transference re-enactment would merit a certain amount of 
self-inspection, on the grounds that the seemingly impersonal nature 
of dream-production may afford the analyst the same respite from 
unpleasantness as it does the patient. It is easy to see oneself playing 
alternately the parts of hero or villain, so long as there is no doubt of 
the element of ‘make-believe’, but in the transference re-enactments 
the actor-manager (the patient) is unaware that there is any make- 
believe. Just as he is consciously quite sincere in his arrogation of the 
ego-syntonic parts, so he is quite convinced that his projection on to the 
analyst of ego-dystonic réles is simply a description of fact. For pro- 
longed periods the analyst will find himself regarded as the living 
personification of qualities and attitudes repugnant to his own ideal. 

At any rate, it is clear that before proceeding to discuss the transfer- 
ence-neurosis we must examine carefully the main personal factors 
that might interfere with an objective assessment of the patient’s 
transferences: or indeed with his analysis as a whole. 

We have already dealt to some extent with this matter in the 
opening lecture, when discussing the concept of the ‘perfectly analysed 
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analyst’, and I have no intention of recapitulating here the various 
interpretations of this myth. What concerns us now is no myth but 
the actual subjective responses of the average analyst. And we may 
well begin our investigation by considering the raw material from 
which psycho-analysts are fashioned and the special stresses to which 
they are subjected in the exercise of their profession. 

As to the first point there can be no possible object in concealing 
the fact that, whatever may have been the analyst’s conscious and 
unconscious motives for choosing the profession of psycho-analyst, and 
whatever may have been his particular aptitude for dealing with 
human conflict, the prospective analyst has no particular claim to be 
singled out from his fellows. The popular theory that all psychologists 
are cranks is no doubt tainted evidence, but if we may judge from the 
social reactions of psychological groups there is no possible doubt that 
the professional psycho-therapeutist is, in the sense of emotional and 
intellectual stability, just as vulnerable to current mental stresses as 
members of any other profession. He may sometimes keep better face, 
or he may sometimes show less disciplined social reactions than might 
be expected. But in either event, it is manifestly absurd to attribute to 
him or indeed to demand from him, personal adaptability beyond the 
level that should be expected from persons of his type. 

Turning to the special stresses incident to the analytical profession, 
it is well to remind ourselves that with the analyst as with the patient, 
internal stresses are ceteris paribus the more decisive. The external 
stress or trauma activates the internal (predisposing) stress. Anything 
therefore that stirs up the analyst’s Id, which in any case is just as 
active as anyone else’s Id, is going to cause some internal perturbation. 
Behind his mask of professional calm and detachment, the analyst’s 
mental apparatus is going to defend itself just as it has always done. 
However happily his instinctual drives are sublimated in the profession 
of psycho-analysis, it is also a function of his mind to deal with current 
stimulation and reduce its intensity. And since the stimuli occurring 
during the analytic practice are of a highly selective sort, battering 
against a newly established protective system in the analyst’s mind, it 
1s not unreasonable to suggest that this protective system should be 
kept in constant repair. 

It is not difficult to see that a situation of this sort is bound to arise. 
Consider, for example, the mechanism of projection which is so 
constantly exploited by patients in analysis. Projection is a return to 
or persistence of the infantile system whereby an inner pleasure-ego 
is Reps free from inner pain-elements by projecting the latter into an 
gee painiak world. So the patient, whenever possible, projects his 

painful ideas, e.g. it is not he who is inferior or who deserves 
punishment for entertaining guilty ideas: it is the analyst who is a 
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fool or who deserves to be exposed. The patient has thus endeavoured 
to purge his inner pleasure-world of painful ideas and has aimed the 
rejected products with considerable skill at the personality of the 
analyst. But his aim is more accurate than he knows. His analyst has 
gone through the same ego-development, has used qualitatively 
identical mechanisms of defence, and has in his day projected literally 
to his heart’s content. But, it will be remarked, he has since been 
analysed: and ideas of a stimulating kind will no longer act selectively 
on his mind. So much may be admitted freely; if the analyst’s analysis 
has been successful he will not be hypersensttised to products of his 
patient’s unconscious phantasy. Neither will he be in the strict sense of 
the term immune, a state which really implies a defensive familiarity. 
He will be able to translate these products without reacting to them. 

But listening to a phantasy, or to the description of external hap- 
penings in which the analyst is not directly involved, is a different state 
of affairs from having to see oneself in the patient’s mind playing all 
sorts of real and inferior parts in relation to him. This is in a way an 
attack on his ego. Granted that the analyst’s own specific inferiori- 
ties, his unconscious sexual anxieties and guilt over frustrated hostility 
have been effectively reduced in the training analysis and that there- 
fore he should be free from the tendency to take umbrage or to counter- 
attack, we must nevertheless admit that the transference situation 
produces real and unavoidable stimulations and must be met as a 
current source of tension. And of course there are innumerable ways in 
which a stimulating situation may arise. After all, the mere fact that 
a patient does not automatically recover is an aspersion on the power of 
the analyst which for a time may go far to outweigh the positive 
satisfactions of the analyst’s profession. 

At this point we might be led into an interminable discussion of 
the subjective influences which may be held to be permanently 
resolved by the analyst’s analysis and those which are liable to act as 
current stimuli irrespective of analysis. For example, a refractory case 
may prove a source of stimulation because the patient’s attitude runs 
counter to the analyst’s desire to heal, i.e. to his sublimations; or it 
may do so because the analyst's attitude of compensatory omnipotence 
has never been fully ventilated, or because his oral and urinary erotic 
tendencies still demand satisfaction and evidence this through the 
characteristic trait of impatience on being thwarted. As it happens, 
there is no necessity to embark on this discussion, and for many practical 
reasons. Freud pointed out in regard to neurotic formations that it is 
not so much the qualitative factor as the quantitative factor, the 
amount of interest charging a presentation, which may determine 
its pathogenicity. The fact that the analyst in his extra-analytical 
life is subjected to the ordinary stresses and strains of ego- and 
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libido-adjustment makes it at any rate conceivable that the amount of 
satisfaction obtained from work which occupies a large proportion of his 
daily time and absorbs much of his energy must represent an important 
item in the current balance-sheet of mental tensions. Now both of 
these factors, i.e. extra-analytical and analytical satisfaction, are vari- 
able: hence, even if we make the greatest allowance for a hypothetical 
state of being ‘thoroughly analysed’, it is evident that at the least some 
analytical ‘toilet’ is a necessary part of the analyst’s routine, in order 
to keep the balance redressed. 

There is no need to labour any further the case for examining cither 
counter-transferences or the counter-resistances they provoke. What 
the analyst really needs is to have a systematic knowledge of the various 
types of counter-resistance and to be able to recognise rapidly the 
particular form from which he is suffering at any given moment. As 
a convenient generalisation, we may say that allowing for differences 
in character, temperament and symptom-type between the analyst and 
his patient, the counter-resistances of the analyst in any given situation 
are similar and equal in intensity to the resistances of the patient in that 
situation. Granted, for example, that a particular patient is more 
inclined to use projection than is his analyst, nevertheless, when the 
patient resists by projecting on to his analyst, the natural tendency 
‘of the latter is to project back on the patient his own defensive reaction 
to the patient’s projection; in other words, to imply or eyen to state 
categorically that not he but the patient is sensitive. The generalisation 


is of course subject to some qualifications. Repression, for example, 
may deal with the analyst’s affect and so smother his need for a fu 
quoque. Nothing is easier for the conscious ego of the analyst than to 


suppress and for his unconscious ego to repress the antagonism aroused 
by the patient’s defences, 

What applies to the reactions provoked by transference-projections 
applies equally to the result of the patient’s positive identifications 
with him. The analyst finds himself endowed with characteristics, 
many of which, e.g. tolerance, impartiality, etc., are quite definitely 
part of his own conscious ideal system. It is easy to see that patients 
whose attitude is strongly ambivalent will, by rapid alternation from 
extreme positive to extreme negative reactions to the analyst, put the 
latter’s psychological integrity to the test. Nor need we consider the 
more narcissistic factors which have to be allowed for in the practice 
of analysis. As Freud pointed out, the analyst’s habit of sitting out of 
the patient’s view serves two purposes: it is essential to the maintenance 
of that impersonality which in turn makes transference-interpretation 
more convincing, but it also protects the analyst from the strain of 
being under continuous, purposive, emotional scrutiny during the 
whole of his working day, 
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Following this line of approach, we could deal with counter- 
resistances as we have already dealt with the patient's resistances, viz. 
by classification and description, but as there is an identity between 
resistances and counter-resistances this would involve a good deal of 
unnecessary repetition. It will be more profitable to concentrate on the 
problem of detecting counter-resistances. What are in fact the indica- 
tions or danger signals? No doubt here too there is much in common 
between counter-resistance and resistance. Nevertheless, we may 
expect counter-resistances to have distinctive features contributed by 
the special conditions of analytic work. Our systematic review may 
therefore be regulated by the specific aim of learning to recognise 
counter-resistances. 

Before embarking on this review, it may be well to consider how 
far such ‘developmental’ reviews are valid in general analytical work, 
It may have occurred to you that instead of dealing with general 
movements and phases of analysis it might have been more useful to 
devote these lectures to a systematic account of stages in individual 
development with particular reference to the manifestations they 
produce in analysis. On this point there is a good deal of difference of 
opinion. Some quite good analysts suspect the review system and 
favour proceeding by flair and intuition: others feel that flair and 
intuitions are all very well but must not be divorced from concerted 
or systematic examination of the clinical problem in hand, i.e. curing 
the patient of the symptoms of which he complains. 

Now, it has to be admitted that there are many occasions in 
analysis when the material produced is extremely complicated in 
texture: every analyst must have experienced a difficulty in ‘placing’ 
his material and have longed for an infallible sense of orientation. Can 
this be produced by cultivating the habit of reviewing associations and 
reactions in terms of stages of development? I think the answer is 
that, whilst a sense of analytical perspective must be cultivated on a 
solid ground of systematised information, it can also be considerably 
hampered by over-anxious clinging to a structural point of view. Should 
the analyst follow this latter course too exclusively he may find that 
instead of analysing his patient, at some given moment, he has simply 
been engaged in a process of scientific description, or even trying to 
prove to himself that analytical theories are after all true. He may, for 
example, fall back on his own knowledge of processes of development 
and classify his patient’s material, noting for instance the presence of 
oral, anal or phallic imagery. His classification may be quite accurate, 
but it is of itself unimportant. It is true we want to know what 
particular group of ideas is in process of ventilation, but we must under- 
stand not only where this particular set fits into the patient’s scheme of 
development but its relation to other groups. In other words, how 


94 TECHNIQUE OF PSYCHO-ANALYSIS 


much of the patient’s early history can we reconstruct from his 
reactions, how has one phase modified another, and what processes of 
acceleration, retardation or regression have occurred. 

Even then we have by no means exhausted the situation: we must 
be in a position to realise the immediate significance of any drift in 
association or of any set of specific reactions, e.g. whether it has any 
immediate defensive function. When an obsessional case constantly 
insists on making involved explanations, ostensibly embarked on ‘to 
make things clear’, and at the same time hates to leave a subject ‘in 
the air’ and must ‘round it off’, we may reasonably regard this as 
evidence of an accentuated infantile anal characteristic, one which is 
being exploited in the interests of his analytic resistances. Incidentally, 
when the analyst experiences a similar compulsion, e.g. to do a neat 
bit of work each day, to round off each analytic session with a complete 
explanation, we may suspect a similar interest, Having made interpre- 
tative use of our observations, we then add them to the store of 
information we are gradually accumulating concerning the relative 
importance of different stages in the patient’s development. We do so 
not simply for scientific interest, but in the hope of being able ultimate- 
ly to determine fixation-points or to measure regressions. As we have 
seen, it is sometimes a matter of great difficulty to determine whether 
an interest is repressive or due to fixation, and we must often search 
collateral sources of information, e.g. the symptom picture, for the 
answer. Even then it is largely a matter of scientific interest to be 
able to say that ‘so-and-so has an oral (or anal) fixation’, and for any 
therapeutic purpose it is useless to inform the patient of this fact. The 
importance of recognising a fixation is related solely to our own grasp 
of the effect such a fixation would have on the patient’s subsequent 
development. It is not in itself important that so-and-so has an oral 
fixation, but it is important that owing to his oral fixation a sadistic 
component in his later object-relations has become pathogenic. To 
come back to our immediate concern: reviews constitute a useful 
analytic exercise and assist us in ‘ placing’ certain analytic material and 


this preamble we may proceed to do for the analyst what we have not 
been able to do for the patient, consider in a systematic way how far 
his individual development can be reflected in his analytic attitude. 


If we start from the most primitive layers of ego-organisation and 
libido-development, We are immediately faced on the one hand with 
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the oral organisation. You will remember that Jones in his study of 
the ‘God-complex’ pointed out the satisfaction of primitive ego- 
attitudes which is sought for by the psychologist. That a patient should 
presume not to get better is an offence against the majesty of every 
therapist, for which the mildest appropriate punishment would seem 
to be excommunication or banishment. Indeed, it is no uncommon 
thing for the family doctor or consultant or general psychotherapist to 
gratify this revenge-impulse by recommending a ‘change’ or a sea 
voyage. For the analyst there is no such compensation: all he may do 
is to take stock of his own omnipotence, remembering of course that 
the omnipotence we usually see, is for the most a compensatory 
reaction to frustration, dependence on objects and inferiority feeling: 
as witness the omnipotence systems of obsessional neurotics. 

Turning to the libidinal aspects of the oral phase, these can be 
observed in many of the patient’s early reactions to the analytic 
Situation and to association. This applies not only to his own flow of 
words and ideas, but to the interpretations of the analyst, which he 
regards as a kind of suck to be demanded in constantly increasing 
quantities. There seems to be no doubt that the analyst, for his part, 
may have similar difficulties. One of the besetting problems in 
analysis is when to speak and when to be silent: another, how much or 
how little to say. There is, as you can imagine, a positive tendency in 
the direction of giving too ample suck: here one at the same time 
identifies oneself primarily with the mother, and one’s patient with 
oneself as a child. There is also a possible negative tendency, to be 
sparing of suck, one which is liable to be reinforced by influences 
related to anal development. Here is a situation where one is at the 
same time a parent and a successful but revengeful rival. But what if 
the patient takes a hand and refuses to give us the optimum amount of 
associative pabulum or attempt to mix with it a super-abundance of 
chaff? Well, at any rate we ought to be watchful for any aggressive 
tendency to take what we want, or failing that to institute a talion 
revenge. I cannot help thinking that the method of dealing with 
refractory cases by setting a fixed termination and sticking to it irrespec- 
tive of the patient’s condition is, in some cases, based on a highway- 
man’s (oral) formula: ‘ Your associations or your analytical life!’ 

But of course the highwayman, besides demanding magical sus- 
tenance from his environment, has an obvious and anal-sadistic drive 
to satisfy, and while we are dealing with this point of ‘giving and 
getting’ in the interpretative and associative sense we may consider 
later modifications of the pattern. Evidence of identification by the 
patient of the analytic situation with a urinary-erotic or anal-erotic 
situation is not hard to find: the ‘flow’ of associations, the ‘ product- 
tion’ of ‘material’, or a condensation of both, as in the image used by 
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one patient: ‘a flow of golden sovereigns’. The latter visualised his 
associations as a urinary stream spraying out into drops which solidified 
and fell as pieces of money. In the same way with the analyst, positive 
urinary tendencies will tend to make him more communicative, 
negative anal tendencies more reserved. 

It is easy to see that when the pregenital primacies give way to 
genital primacy a link has been forged whereby the necessity to express 
oneself is related to genital achievement. This stage, too, may be 
reflected in the counter-transference. But in fact the analytic situation 
is one in which for the analyst open self-expression of this sort is 
constantly thwarted, or is reduced to a more rarefied and highly 
adapted form, namely, technical interpretation. Interestingly enough, 
patients are prone to regard these interpretations unconsciously as a 
kind of sexual assault. Unconscious homosexual cases are very sensitive 
to what they feel are implantations of ideas in the minds: heterosexual 
situations are similarly represented, and cases whose unconscious 
conception of coitus is a sadistic one constantly solicit some ‘active’ 
interference by the analyst. All this notwithstanding, practically all 
day and every day the analyst must listen: his desire for achievement 
must be indefinitely postponed. 


Incidentally, I have the impression that nowadays analysts are much 
less disposed to listen in the same continuous receptive way as formerly: 
and that, on one pretext or another (the need for early interpretation, 


transference interpretation, analysis of ‘aggression’ etc.) make more 
frequent or more copious interpretations even in the early stages of 
analysis. The technical aspects of this policy will be considered later. 
At the moment we may merely note that once the analyst departs from 
sparing, provisional interpretations, he not only disturbs the listening 
situation but has made it difficult to re-establish it. He ought therefore 
to make up his mind beforehand what policy he is going to pursue. 
Turning now to the attitude of the ego during the earlier stages of 
libidinal development, I think we may say that it is in the throes of 
fusing or defusing yarious instinctual components, particularly those 
in which the aggressive instincts play an important part. These 
instincts have already been closely linked with libidinal drives in the 
oral phase, giving rise to oral-sadistic fusions: and they are about to 
reach their maximum development and expression in the anal- 
sadistic phase. Thereafter the aggressive components show a more 
definite cleavage, one part remaining attached to the libidinal 
stream, providing the genital impulses with their aggressive impetus 
and another part providing the ego with reactive energy. At this point 
and in order to permit carry over of libidinal energy from the earlier 
to the later systems certain links are forged between anal-erotic 
systems and genital-erotic systems. This is due to the development of 
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the Oedipus system of object relationships and as Freud was able to 
show, turns on a symbolic linkage, on the one hand between faeces— 
penis—man—baby-getter and on the other between faeces—baby—woman-— 
baby-producer. At the same time the component sexual impulses, al- 
though still retaining a degree of autonomy, are beginning to allow 
their characteristic tendencies to be placed at the services of the 
expanding ego. Anal-sadistic energies, for example, combining with 
impulses of curiosity not only add force to early genital formations, but, 
via the unconscious process of sublimation, lead to a rapid development 
of ego-interests. 

Now the motivation of psycho-analytic research derives more 
impetus from the sublimation of this group of interrelated instincts 
than from that of any other group. Hence, the commonest source of 
counter-resistance is to be found in faulty sublimation of the combined 
impulses of anal-sadism, genital sadism and sadistic curiosity. We might 
indeed express this fact in a working rule for the analyst. When in 
doubt about your patient's difficulties, think of your own repressed 
sadism. As we have already noted the patient is quick to read into the 
analytic situation a sadistic significance, and we may safely assume that 
when the analyst’s unsublimated sadism is combined with unsublim- 
ated infantile curiosity, he may go far to justify the patient’s reaction. 
The fact that the patient’s defences frustrate the analyst’s ‘healing’ 
impulses, and thereby weaken his reaction-formation against infantile 
sadism, only serves to increase his aggressive counter-reactions. 
Nowhere is psychological viewing more complete than in the analytic 
situation, and nothing is more calculated to arouse the analyst’s 
sadism than the exasperating frustration of his curiosity induced by 
the patient’s resistance. 

Apart from the fact that there are many positive indications of 
sadistic interest, it is obvious that the analyst’s method of expressing 
this interest will depend on his main psychic relation to the patient. 
Should the patient be the object, or more strictly, should the patient 
be identified with objects of the analyst’s own sadistic impulse, the 
reactions will differ from those appearing when he identifies himself 
with his patient and guards vicariously against sadistic aggression, In 
the first group we should observe a general tendency to ‘put the 
patient through it’, or again a proneness to use analytical theory as a 
weapon with which to browbeat the patient into intellectual submis- 
sion. The inclination to fall into theoretical argumentation with the 
patient belongs to the same group, or again an obstinate tendency to 
cap a consciously rejected interpretation with another of the same kind. 
If the interpretation is wide of the mark, it is better to leave it alone; 
it will glide harmlessly off the patient’s mind in any case. If it is right 
there is no need to repeat it; the patient’s rejection is in this case 
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merely the unconscious ‘yes’. On the whole, a tendency to excessive 
interpretation is an indication for analytic scrutiny of one’s own mental 
state. In this connection the frequently expressed view that for an 
analysis to be successful the patient must relive a period of infantile 
depression or, more generally, that he must re-experience painful 
traumas in their original intensity owes a good deal to counter-resis- 
tance, if not indeed to simple repressed sadism. Though its adaptation 
value (in moderation) is undeniable, there is no inherent yirtue in 
psychic pain. 

On the other hand, should there be an undue inclination on the 
part of the analyst to guard against ideas of sadistic aggression, this 
will be evidenced by some oyer-solicitousness about the patient's 
reactions, a tendency to ‘let him down lightly’, to come forward with 
unnecessary reassurances, to assist a patient out of a difficulty before 
the latter has realised that there zs any difficulty. As the counterpart of 
excessive interpretation we may find an inclination to let moments for 
legitimate and necessary interpretations pass by and in particular to 
gloss over the interpretation of negative transference. But perhaps the 
most equivocal of all the methods of expressing counter-resistance lies 
in the analyst’s employment of silence. Seemingly a passive attitude, 
it may be used as a counter-attack, and it easy to see that many 
patients read it in this way. 

At this point the student might well protest that there is not hing 
the analyst can do or omit to do that could not be interpreted in terms 
of counter-resistance; and that if we go on in this strain we shall land 
ourselves in a technical impasse, in which the freedom of action of the 
analyst will be paralysed. To this it may be replied that if analysts 
maintain, as they do maintain, that during the transference-neurosis 
everything the patient thinks, says or does can, if necessary or expedi- 
ent, be interpreted as transference, then surely everything the analyst 
thinks, says or does during the counter-transference can, where 
necessary or expedient, be self-interpreted as counter-resistance. 
Waiving this unanswerable argument, let us consider more fully the 
problem of the analyst’s use of silence. As has been suggested, it is 
necessary that the patient should realise that his mind does un- 
consciously resist and that his silence is a sign of this resistance. On a 
varying number of occasions therefore it will be necessary for him to go 
through a prolonged silence unassisted. Indeed, the sooner one of these 
legitimate moments arrives the better. But at first, when judging from 
the patient’s tempo we are certain that he has embarked on a silence, 
we are under obligation to encourage him to speak. This can be 
effected either with the help of the usual monosyllables, or by open 
encouragement to say what is in his mind, or by asking him whether 
there is anything in his mind causing him difficulty or distress, or by an 
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explanation of the analytical significance of an analytic silence, Having 
given some such assurance or re-assurance or interpretation, we need 
not repeat the process. Or, all these preliminary moves failing, we can 
endeavour to interpret the silence in terms of the most recently 
recognised source of resistance. We must simply wait events, Assuming 
now that the difficulty has been overcome but that on a later occasion 
a silence occurs in connection with the same group of ideas, we can 
omit the reassurances and proceed directly to interpretation. But, 
provided that we feel that our interpretation has covered the ground, a 
subsequent hitch related to the same set of ideas may be permitted to 
work itself through to unassisted speech. When, however, we have 
reason to think that fresh ground has been broken, we may legitimately 
adopt the same sequence of attitudes—encouragement, interpretation, 
silence. In this way the patient will experience all varieties of speech- 
lessness and the analyst will have avoided a semblance of stereotyped 
procedure which is sometimes highly inconvenient. To meet silence 
invariably with silence is to court a sort of silent combat, which con- 
firms the obstinate or aggressive type of patient in his view that analysis 
is a kind of psychological pugilistic encounter to be settled by the 
gaining of points. On the other hand, this is precisely the type of 
patient to whom it is necessary to demonstrate that he is attempting to 
convert analysis into a fight, in fact that this is the outstanding 
evidence of his negative transference. 

To revert to the problem of counter-resistance: what distinguishes 
analytic technique proper from the gratification of counter-transferences 
and resistances is its adaptation to the unconscious requirements of the 
patient. Indications for self-inspection are: that we act always in a 
stereotyped way or that we cannot immediately justify our interventions 
or silences on good analytical grounds. We cannot go far wrong if we 
always know not only why we intervene or are silent, but also what 
effect we hope to produce by so doing. 4 third indication is that we 
cannot explain to ourselves satisfactorily why a patient is stillin difficulty. 
These conditions allow us ample latitude to alter our procedure in 
difficult or exceptional cases, the criterion being that we are fully 
aware of the significance of our variations in technique and the effects 
they may produce. 

I am conscious that in these rather crudely expressed formulations 
I have neglected an important aspect of analytic technique. Just as 
the general clinician is able, as the result of ripening experience, to 
sense danger and to respond to indications for interference almost 
‘instinctively’, so the analyst will develop a sense of touch in his 
work which will enable him to time his interferences with some 
precision, or to abstain from interference according to the circumstances 
of the case. Moreover, the fact that his unconscious processes haye been 
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attuned to the processes going on in his patient’s unconscious enables 
him to keep tally without conscious effort. But for the moment we are 
considering not only situations of difficulty in the patient’s analysis but 
situations of difficulty in the analyst’s mind. Hence, I have permitted 
myself to exaggerate somewhat the analyst’s need to grasp and measure 
his own systems of interference. Nevertheless I think it is true that 
even if the ideal analyst acts, as it were, on instinctive feeling, he 
would nevertheless have little difficulty in extending before us the 
processes giving rise to his action. 

We have now a conyenient opportunity of considering more closely 
what is actually meant by the terms counter-resistance and counter- 
transference. As a matter of fact, the term counter-transference covers 
most of the ground, in the sense that what we call counter-resistance is 
more often than not a manifestation of negative counter-transference. 
There are, of course, many instances of pure counter-resistance where 
opposition or attack on the analyst’s ego acts as a stimulus and provokes 
in him the old-fashioned reactions of flight or counter-attack. It is 
perhaps not of any great practical moment whether we use these terms 
loosely or not, but to illustrate one of the commonest confusions we 
may return to our rough developmental survey of the origins of 
counter-resistance. If we assume that the anal-sadistic phase has been 
weathered, the stage of infantile genital or phallic primacy established, 
the ego advanced from a mainly narcissistic basis to a more organised 
relationship with objects, the difficulties likely to be observed are those 
connected with the positive and negative Oedipus relation and the 
resolution or abandonment of that situation under the spur of 
castration-anxiety. 

Now we are familiar with the fact that prolonged phases of difficulty 
in patients’ analyses, which we call for convenience ‘resistance’ 
periods, are on closer examination found to be more than simple 
mental defences. They are in fact repetitive situations, and are 
characterised by attitudes of hostility, depreciation and reserve. So they 
are then called negative transferences. When we begin to resolve these 
negative transferences, it will be found that the resolution is accom- 
panied by a release of anxiety and the outcropping of fresh castration 
imagery or the reactivation of already familiar castration phantasies. 
Hence we are entitled to conclude that the resistance phase was in effect 
a representation and repetition of the phase when the child apprehends 
punishment on account of positive Oedipus wishes. The resistance may 
not, however, be entirely resolved or, although seemingly resolved, it 
may recur after a short interval, and our next step is the recognition 
that as well as being related to the positive Oedipus situation, these 
resistance phases or negative transferences can serve as repetitions of 
the inverted Oedipus situation. The patient endeavours to realise his 
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unconscious homosexual tendencies through the idiom of analytic 
hostility. We frequently note, for example, that great hostility to and 
depreciation of the personality of the analyst is accompanied by a 
seemingly illogical sensitiveness to any interpretation which is read in 
the sense of criticism, i.e. of attack. Moreover, appropriate interpreta- 
tion will once more produce an efflorescence of castration images. This 
second factor in transference resistance is most easily observed by a 
male analyst during the analysis of a male patient or by a woman 
analyst during the analysis of a woman patient, but of course transfer- 
ence repetitions are not limited by the sex of the analyst, and the 
repetition of the complete Oedipus complex is an essential part of all 
analyses. 

Applying these findings to the position of the analyst, we can realise 
that sensitiveness to criticism may represent not only an ego-reaction 
to attack, but a specific sensitiveness to the libidinal significance of 
attack whether heterosexual or homosexual. The analyst’s defences are 
certain to be put to sore trial because in every satisfactory analysis there 
is no lack of transference depreciation. Reactions of this sort cannot be 
dismissed with the label of ‘narcissism ’, the situation is in reality one 
of negative counter-transference on an Oedipus level. There are, how- 
ever, many ingenious rationalisations of this state of affairs, The analyst 
may feel (sometimes avow) that his main analytical difficulty is really 
one of counter-transference in the positive sense, e.g. that he cannot 
help haying positive interest in his patients’ welfare and wants them 
to love him. I have more than once heard an analyst of international 
repute complain after being soundly trounced by-a patient, that he 
could not understand why the latter did not see he (the analyst) had 
only his patient’s interests at heart. Surprising, but nevertheless true. 
The fact is, of course, that the analyst is uneasy during the patient’s 
negative phases and that his longing for a positive atmosphere in the 
analysis is in greater or lesser part a sign of his need for reassurance. If 
he simply dreads castration in the sense of positive Oedipus guilt, the 
patient’s friendliness will reassure him: if he unconsciously hankers 
after the inverted Oedipus situation, the patient’s hostility will rouse 
his defences. In fact, the analyst’s homosexual counter-transferences 
are a much commoner source of counter-resistance than his hetero- 
sexual counter-transferences. 

Having indicated thus briefly the counter-resistances due to the 
analyst’s unresolyed Oedipus situation, we may logically proceed to 
inyestigate those counter-resistances that are due to the state of his 
own super-ego development. Starting out once more with the patient’s 
point of view, we can see that for him the analytic situation is a 
dramatic representation of the infantile situation existing before the 
parents have been introjected. The parental imago is once more a real 
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figure outside himself, and, although the analyst does not behave like 
his predecessors, the revival of the situation under the process of free 
association makes it easy for the patient to reanimate his own old 
attitudes. He is by turn defiant and submissive, he loves and hates, he 
demands appreciation and apprehends hostility. The old compromises 
are turned to advantage: burdened by guilt-feeling in himself he turns 
on the parent, attacking him by preference on matters concerning 
which he had as a child legitimate cause for grievance. Under external 
pressure the patient had to abjure stage by stage oral, anal and now 
genital satisfactions: yet his observations, amplified by a wealth of un- 
conscious phantasy and sexual theory, told him that nowhere is his 
infantile situation reproduced more faithfully than by the parents 
themselves, between themselves in the parental bedroom, bathroom, 
lavatory and even dining-room. So the parents’ seemingly hypo- 
critical satisfactions constitute a whipping-post on which the patient 
castigates his own deficiencies. In this sense he is the first of moral 
reformers. 

But in analysis we hear relatively little of these earlier observations 
and theorisings, criticisms and tirades. On the other hand, we do 
observe, when transference repetition has reached this phase, an 
increasing tendency to become curious about the analyst’s life and 
opinions. This represents an endeavour to find foothold for the transfer 
of phantasies, but it is not always an essential part of the procedure. 
Many patients do not tarry for alleged justifications but proceed to 
spin a web of phantasy concerning the analyst’s private life, whilst 
others, seemingly more inhibited by lack of direct evidence, have only 
to be encouraged to phantasy, to produce very similar material. Other 
motivations apart (e.g. envy, hostility, etc.), these phantasies become 
more and more a recital of alleged shortcomings. In negativistic cases 
this may develop into a continuous tirade, during which the analyst 
is covered with reproaches and contumely, expressed in a tone of voice 
which leaves no doubt of the sadistic fury of the patient’s infantile ego as 
well as of his super-ego. 

I have already suggested that this is one of the most trying of 
situations for the analyst. His own super-ego formation, even if it has 
not been accompanied by such extreme defusion of sadistic impulses as 
indicated in the case of the patient, has at any rate followed the same 
pattern of development. It is now being attacked from two opposite 
directions. His patient is turning the tables on him, acting the rôle 
of a sadistic super-ego to his (the analyst’s) ego. Simultaneously, the 
process of uncovering the patient’s Id is acting as a stimulus to the 
analyst’s own Id-impulses. Tried in all directions, his Id stimulated, his 
ego disparaged and his super-ego affronted, two spontaneous courses 
offer themselves: first, to defend his own ego by counter-attack and, 


COUNTER-RESISTANCE AND COUNTER-TRANSFERENCE 105 


second, to mobilise a more infantile super-ego against the patient’s Id, 
ego and super-ego. In other words, if the analyst has an undue ego- 
sensitiveness and unresolved difficulties in controlling his own super- 
ego it will be of little comfort to him to know that the patient is 
projecting self-criticisms. He is being attacked at the weakest spot in his 
armour, and if he winces or gives the slightest cry he may be certain 
that the patient will relentlessly press the attack home, 

Of course there are various ways of wincing, but we are not con- 
cerned here with the more crude objurgatory methods of talion 
reaction, although these are anticipated by certain patients who re- 
mark after such critical passages, ‘I wonder you don’t send me away’. 
On the contrary, the most striking indications of reaction are, first, a 
tendency to begin interpretation of the projections with just a little 
shortening in the usual interval and a tendency to get side-tracked into 
considering the reality of the criticisms. A little haste or a little heat and 
the battle is lost. As an indication that some additional analytical toilet 
is necessary I would suggest a vague feeling that one is really ‘quite 
calm’, On the other hand, complete indifference more often than not 
savours of a flight by regression to narcissistic omnipotence levels, The 
situation is a trying one, but it should produce neither aggressive 
reactions nor flight responses. The time taken by the patient to 
expand or exhaust his theme should be ample for any stabilising which 
may be necessary on the analyst’s part, and the latter’s ultimate 
reaction should be as objective as it is when in course of dream- 
reporting he recognises himself in the inferior parts allotted to him by 
the patient during dream-work. To put the matter in terms of psychic 
systems, these criticisms should be sampled by the analyst’s reality ego 
but should arouse no more super-ego reaction than is included within 
the conscious levels of super-ego activity : they should not awake in him 
a defence appropriate to the infantile ego nor should they force the 
analyst’s super-ego into hyperactivity. A criticism is not a castration. 

Here we must pause to consider an issue of some importance. I have 
said that the patient’s criticisms should be sampled by the analyst’s 
reality ego, and in many instances the patient’s projections or infantile 
identifications of the analyst with parental figures are easy to detect. 
The patient may with every accent of sincerity characterise him as a 
low and ignorant fellow, a boor and a philistine, his mother probably a 
washerwoman of dubious moral habits, his wife socially impossible, his 
offspring mentally or physically defective, his wall-paper a scream, his 
analysis incompetent, his aspect repulsive or obscene. The more 
skilled the patient’s tongue the more delicate will these and innumer- 
able other innuendoes become; and in the nature of things many of his 
more sophisticated shafts will reach the mark. In this case the analyst 
will be faced with alternative policies. Recognising the projective or 
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transference origin of the attack, he may disregard the validity of the 
criticisms, treating these as no more important than the reality element 
of a rationalisation, and proceed to interpret the patient’s reactions in 
terms of their infantile background. By so doing he tacitly denies any 
validity whatsoever to the patient’s animadversions. Or, on the other 
hand, he may freely grant the validity of such criticisms as he recog- 
nises to be well founded. A simple illustration would be where a 
patient, suffering froma guilt reaction, isin the habit of maintaining that 
the analyst is irritable with him. But what if on some occasions the 
analyst is for some reason or another actually irritable. Should he 
nevertheless blandly continue to analyse the patient’s projection or 
should he admit that the criticism is on this occasion just ? 

Now although common sense would dictate the obvious course of 
disclaiming any perfectionist attributes, there is no doubt that the one- 
sided situation of analysis allows the analyst considerable scope to evade 
any reality reactions he may have by concentrating somewhat ten- 
dentiously on the analysis of the patient. He can always maintain that 
if a patient remarks ‘you have a hole in your sock’, the actual existence 
of a hole is not so important as the fact that the patient has a hostile or 
projective or symbolic reason for calling attention to the fact. And he 


can if he wishes ask the obvious analytic question ‘what does the idea 
of a hole in my sock bring to your mind?’ If, however, he sticks to this 
policy, he must put up with the consequence of implying tacitly that 
he is without flaw: for in that case the patient’s super-ego transfercnces 
will never be fully resolved. It is a better long-term policy for the 
analyst never to deny the validity of a well-founded criticism, and to 
allow a certain margin for blind spots to his own defects. He will 
thereby have much more freedom to return to the analysis of his 


patient’s projections. 

Earlier I suggested that in this projective work the patient discloses 
himself as the first of moral reformers, and I want to suggest now that 
should there be any unconscious necessity the analyst can in his work 
employ projection in the same expert manner, and can rationalise 
this tendency on the ground of therapeutic necessity. I think few 
analysts would admit, or would have the professional courage to admit, 
to a conscious desire to ‘reform’ their patients, but disguised representa- 
tives of this super-ego wish might conceivably get expression from time 
to time. He may, for example, find himself reacting to homosexual or 
other perversions as curious artifacts, and experience a feeling of 
satisfaction when there is any indication that they are being modified 
or remoyed. It has often been said that the most satisfactory outcome of 
an analysis is where the patient departs relieved of his symptoms but 
without feeling in any way grateful, perhaps indeed tending to mini- 
mise the seriousness of his original complaint. It is ridiculous to expect 
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an analyst to be indifferent to the successful outcome of an analysis, 
but at least we may ensure that his satisfaction is not the result of a 
projected self-reforming impulse. 

One need hardly add that there are pitfalls in the opposite direction. 
There is a point where the explanatory reassurances, which must 
occasionally be given in analysis in order to cope with manifestations 
of anxiety, may almost border on a refined process of rationalising on 
the analyst’s part, a tendency as it were to seek condonation of his 
own unconscious interests by a constant attitude of explanatory toler- 
ance whenever his patient is in a specific difficulty. Needless to say, 
any inclination to over-explain must be suspect, or any tendency to 
selective explanation. There is, however, a more insidious way in 
which the analyst can express unconscious interest, viz. the avoidance of 
interpretation, either on rationalised or purely unconscious grounds, on 
occasions where some interference is indicated. Finally, a tendency to 
express agreement with opinions and attitudes expressed by the patient 
may conceal the desire to model the patient’s super-ego system on one’s 
own image. After all, the essential remodelling is and must be done 
by the patient: our task is to facilitate this process by providing the 
necessary conditions of security, interest and tolerance, and ultimately 
to remove obstacles to this remodelling by analytic interpretation. It 
is very often expedient to ‘go’ with the patient: the concession, how- 
ever, should always be qualified with a ‘but’—calculated to head the 
patient in the direction of his own unconscious reactions. 

The mechanisms we have dealt with so far have been selected from 
different stages of ego- and libido-deyelopment: the list is not intended 
to be in any way exhaustive, and it may be freely conceded that the 
operation of some of these mechanisms would be sufficiently crude and 
obvious to prevent their going unnoticed for any length of time either 
by the analyst or the patient. Patients, after all, may be credited with’ 
a reasonable amount of psychological acumen, Whilst this method of 
approaching the problem of counter-transference cannot be avoided, 
it is liable to give rise to some misapprehension. Without exaggerating 
the results of training analyses, it can be fairly said that massive 
reactions do not constitute the main difficulty. A surge of sadistic 
feeling is not difficult to recognise as such, whereas the repetition of a 
single phrase such as ‘This is evidently a resistance’, or ‘You are 
resisting”, or even of an interrogative ‘ Yes?’ may conceal from oneself, 
though not always from one’s patient, a deflated sadistic attitude. A 
resistance is after all best countered by an effective interpretation. In 
the same way it is by studying various minor indications of reaction on 
our own part that we can best recognise the preliminary signs of 
positive counter-transference. A slight inclination to agree with 
explanations offered by the patient, to become inyolyed in any giving 
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of advice, to be satisfied with any stage of the analysis prior to the last 
interview, to make a virtue of exceeding the customary time-limits 
of the sessions—these are but a few of the innumerable hints given us 
of the state of our own reactions. Negative counter-resistances on the 
other hand may be exceedingly difficult to detect even by analysts of 
lengthy experience, and it requires the most constant vigilance on the 
part of the analyst to detect them before they have prejudiced the 
course of the analysis. 

It will be observed that little mention has been made of what 
might be called the silent manifestations of counter-resistance. Just as 
it is true to say of patients that their most effective resistances to 
analysis as a whole are more silent than the relatively noisy silences and 
pauses in association, so the analyst’s difficulties may be effectively 
concealed by the fact that he is a psycho-analyst. It is common experi- 
ence that the most prolonged and stubborn of a patient’s resistances are 
cloaked behind a ready intellectualistic acceptance of psycho-analytic 
theory, and I think it is generally conceded that at least some prospec- 
tive analysts are attracted to the science by this intellectual shelter 


from inner difficulties. Theoretical acceptance in such cases will be 
found to break down when the candidate’s ‘transference-neurosis’ 
threatens to develop: at this point many candidates break off in a 


partially analysed (more strictly unanalysed) state, to become in course 
of time frankly antagonistic to analysis, or to adopt the more ingenious 
defence of masquerading as bona fide ‘open-minded’ analysts. But not 
all candidates break off their training analysis. Some cover their 
resistances to the transference-neurosis by entering into a state of 
analytic stalemate which can outlast the most prolonged and devoted 
efforts of their training analyst. In such instances the very length of the 
training analysis provides a cover for the resistance. But eyen under 
the best circumstances silent counter-resistances to analysis haye to be 
guarded against by all practising analysts. Analytic discoveries and con- 
victions are a sort of enclave in the territory of science and in the mind 
of the individual, liable to be encroached upon from all sides. Of these 
attacks the most insidious are those from within the mind of the 
individual, and the only way of safeguarding what might conceivably 
be sapped is that constant attitude of individual watchfulness which 
we have described as the ‘analyst’s toilet’. * 

* Some years after the publication of the first edition of this book Freud 
recommended that practising analysts should from time to time undertake a 
fresh period of analysis, on the average every five years or so. Although in 
theory there is much to be said for this course, which would certainly uncover 
counter-resistances more fully than would day-to-day self-analysis, there are 
some serious objections to the system, particularly in countries where the 
analytic group is comparatively small, e.g. up to one hundred analysts. These 
refresher courses would gravely affect the scientific standards of the group. 
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It is notorious that in the early stages of analytic group formation, the practice 
of taking in each other’s washing leads to a tangle of residual transferences 
which can strangle the development of new ideas, to say nothing of leaving 
the members in a state of concealed ambivalence to each other. Even in more 
substantial groups the effect is the same, for analysts naturally incline to 
choose their refresher analyst from among a small number of seniors who 
are by that time more rigid in their analytic outlook than at any time since 
their own training. No doubt this difficulty could be overcome by seeking 
re-analysis in some other country or area, a policy, incidentally which should 
be encouraged also in the case of candidates in preliminary training. Nothing 
is more devastating to the work of analytic groups than the existence of a 
hierarchy of post-analytic transferences, and the habit of restricting training 
analyses to the parent group is a parochial one which is no more likely to 
improve scientific standards than does academic parochialism improve the 
strain of workers in natural science. 

There are, however, more technical objections. Experience of re-analysis of 
patients who have broken down after some unusual stress shows that the 
range of the new analysis is extremely limited. And in the case of analysts who 
by the time they undertake their refresher course are already familiar with 
the personal character, life and foibles of their refresher analyst, the transfer- 
ence situation would be almost as hopelessly prejudiced as it is when an 
analyst undertakes the analysis of a close acquaintance or friend. In a large 
group, however, these objections might not be so cogent, and a brief period of 
exploratory re-analysis would have some advantages. 

The test of such policies is essentially clinical. Judging from the re-analyses 
I have observed, to say nothing of cases where the analyst wanders for years 
on end from one training-analyst to another, there is no very obvious sign of 
characterological alteration, From an experience of almost thirty years, I 
should have said that characterological repetition-compulsions are extremely 
refractory even to preliminary training-analyses. 


CHAPTER VII 


THE TRANSFERENCE-NEUROSIS (1) 


a will have observed that our discussion of 


counter-resistance and counter-transference has been sandwiched 


between the consideration of resistance in general and an outline of 
the ‘transference-neurosis’ ; also that the description of stages of analysis 
stopped abruptly at the end of the opening phase. In adopting this 
course I was influenced by two considerations. The first was simply that 
an oyerhaul of the analyst’s counter-resistances is a useful corrective to 


any review of the patient’s resistances. The second consideration will, 
I imagine, serve the purpose of introducing the present theme. J? is 
safe to say that at no stage of an analysts are the analysts reactions, or 
his convictions about the fundamental truths of psycho-analysis, put to a 
more severe test than during that stage when the ground of the paticnt’s 
conflict has been shifted, from external situations or internal mal- 
adaptations of a symptomatic sort, to the analytic situation itself. So 
much so that I feel justified in commencing the discussion by remind- 
ing you that the main objective of counter-resistance like that of 
resistance, is flight from any real appreciation of the Oedipus situation. 
The analyst has indeed, one defensive advantage over the patient in 
this respect: should his sensitiveness to the Oedipus situation still 
persist to any extent, he can disguise this fact from himself by the 
supreme rationalisation of being a professional psycho-analyst, i.e. one 
whose main activities will be in the direction of resolving Oedipus con- 
flict zn others. I say ‘in the direction of’ advisedly, because the intel- 
lectualistic view of analysis and interpretation is just as liable to prove 
a broken reed for the analyst as for the patient. It is not simply a 
desire to oust the parent that makes a patient attempt to conduct his 
own analysis or dally with and sometimes put into effect the phantasy 
of ‘taking up analysis’; he has in addition grasped the intellectualistic 
possibilities of defence which exist in analytic activity. In a word, for 
both analyst and patient the proof of the pudding lies in the liquidation 
of the transference-neurosis. i 

It is high time, however, to re-capture the sense of moyement with 
which we were so much concerned when considering the opening 
phase. We saw then how, taking the average run of case, the difficulties 
encountered are due to (a) conscious super-ego and ego-reactions to 
(pre)conscious and mainly historical material, e.g. preconscious con- 
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flicts and traumata, (b) the unconscious phantasy material underlying 
these (pre)conscious reminiscences, (c) unconscious super-ego and ego- 
reactions to phantasy life and (d) the nature of spontaneous or floating 
transference. The first type of difficulty is largely superficial and al- 
though a source of discomfort to the patient does not usually give rise 
to an analytic crisis. Nor do the spontaneous transference-relations give 
rise as a rule to major difficulties unless they have from the outset 
been predominantly negative. Early crises in the opening phase develop 
most commonly when the first and last factors mobilise the second and 
third, namely, the activity of unconscious phantasies and of super-ego 
reactions to them. 
In overcoming these difficulties we adopt a variety of methods. Pre- 
conscious difficulties are usually overcome by listening, i.e. allowing 
1e associative method to bring about a relative catharsis of affect; at 
most some encouragement and reassurance will tide over the situa- 
tion. ‘Transference difficulties call for interpretation when they obstruct 
the process of mental unfolding. As for the deeper difficulties regarding 
unconscious phantasy and super-ego reaction, these can be dealt with 
in one of two ways. Either we draw attention to the existence of these 
phantasies and defences (direct interpretation) or, seizing a favourable 
opportunity, we indicate the existence of phantasies and defences 
which have already attached themselves to the analytic situation 
(transference interpretation). The amount of interference, though 
varying in individual cases, neyer exceeds the optimum amount 
required, viz. that which is necessary to aid the process of free associa- 
tion and thereby permit the unfolding in analysis of the patient’s 
personality and his major conflicts. Although our interpretations at 
this stage are rarely very deep, we have frequent opportunity of practis- 
ing what might very loosely be termed libido-analysis, ego-analysis 
and transference-analysis respectively. Hence, without obscuring 
the picture, we accustom the patient to a new point of view (super-ego 
modification), and at the same time prepare the ground for future work. 
Of course, we have never really been blind to the fact that our work 
was only commencing. As we have seen, the patient’s defences have 
been ready for every emergency, and we do well not to be hoodwinked 
by any progress he may seem to be making. Nor may we lay any 
unction to our technique if the symptoms seem to clear up: indeed, if 
they do we must be ready to face an attempt to shelve or closure the 
analysis. As I have said, when the first impetus dies down and our 
first set of difficulties has been overcome, we are soon made aware that 
the remoyal or alleviation of one set of defences is merely the signal for 
another set to commence operations. In the average run of cases, this 
is evidenced by an at first almost imperceptible change in the atmosphere 


of the analysis. 
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Let us take, for example, what usually happens in a simple anxiety 
case. To begin with, we have as a rule been able to get an assortment 
of associations. Various emotional experiences and historical crises, 
usually of a traumatic or at least intense nature, have probably been 
picked out, but we are left with the impression, first, that the affect 
is disproportionate in the sense of being exaggerated, and second, 
that it has not been exhausted or even reduced by the recital of these 
events. In the same way we learn that in so far as the historical detail 
concerns childhood, this is selectively presented. To take a simple 
instance: an anxiety hysteric first recapitulates her family history in a 
strain of fervid and exaggerated idealisation. After a slight loosening 
of anxiety she repeats the process with a significant change in emotional 
accent: the father is depicted in a sharply unfayourable light but the 
idealisation of the mother increases. Only after a second discharge of 
anxiety does the childhood situation emerge in true perspective: an 
ambivalent record of her relations to her father is given and a violent 
flood of hostility to the mother sweeps away the previous exaggerated 
idealisations, Watching the general ‘drift’ of association, however, we 
find that although emotionally toned associations of an historical type 
seem to predominate, there exists nevertheless an undercurrent of 
association concerned with situations of an anxiety type, ideas of loss, 
injury, depreciation, inferiority, humiliation and the like. We shall 
probably also note that these images exercise as much fascination as they 
arouse anxiety. Similar preoccupations will be found in the patient’s 
dreams which are usually vivid, accompanied by anxiety or panic, 
concerned with variations on the themes of loss, injury, attack by 
hostile figures, and containing many symbolic references to bodily 
injury, death or destruction. Gradually it will be observed that there 
is an increasing tendency to be occupied with current external situa- 
tions in which these themes happen to be elaborated, e.g. upsetting 
experiences with friends or acquaintances, stimulating reports read in 
newspapers, or significant details quoted from books or plays, the total 
effect being that of a series of episodes from a novelette or radio 
programme. The patient rapidly identifies herself as an actor in such 
situations, showing thereby a tendency to soak up anxiety with the 
absorbent of external circumstance. The identifications are sometimes 
so intense as to give the impression that the patient has some capacity 
for current introjection. As time goes on it becomes increasingly obvious 
that the more recent the emotional situation experienced or observed, the 
more amply it is elaborated in analysis. 

Examining this phase from the point of view of defences, we are 
left in little doubt that the predominant forms belong to the repression 
group of ego-resistances. The numerous pauses, halts and switches 
indicate the ego’s intention to keep both id-excitations and super-ego 
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criticism at a distance by withdrawal of cathexis. Anti-cathexes are also 
striking but are usually of a selective type. There is a good deal of 
reaction-formation combined with over-idealisation, but it is highly 
selective; over-solicitude for members of the family or persons with 
whom there exists an emotional bond is a feature of the situation. An 
element of exaggerated displacement may sometimes be noted. This 
too is of a selective type. An hysterical patient had apparently only two 
forms of personal relationship, to her own family and relations and to 
dogs. She was an enthusiastic dog-breeder and rescuer of stray dogs, 
and her house swarmed with them. Every emotional crisis was worked 
out in terms of her relations to her family and to the dogs. If a friend 
fell ill, she found that one of her pets was ailing and nursed it with 
exaggerated veterinary skill. 

Some of these manifestations are extremely obyious and only too 
easy to analyse. No great beneficial effect may, however, be detected, 
The patient may perhaps feel a little easier, but no backward flow of 
associations takes place. And it is above all a backward flow to the 
fixation point that we wish to encourage. On the contrary, the drift 
towards current events increases. Every attempt we make to press 
backward in interpretation brings us up against an invisible wall. We 
can not only feel the existence of this silent barrier but recognise that 
it has a forward thrusting quality, that it is as it were an invisible and 
intangible spring buffer.* In short the result of our attempts to get 
behind the patient’s first line of organised defence becomes more and 
more obvious. Instead of going backwards chronologically in the patients 
history we find ourselves pressed forward by the patients increasing 
concern with the present day. We also find increasing evidence that 
this forward drift of the patient’s libido is beginning to encircle the 
analytic situation. The more frequent silences are punctuated by little 
nervous, feathery coughs and throat clearings: the speech hesitates 
more, as if the patient’s throat and lips were dry: the muscles stiffen 
a little: the couch posture becomes more rigid and wary, and numerous 
other minor indications appear to show that under the surface the 
patient is reacting to the current analytic situation. For the first time 
anxiety attacks may present themselyes on the way to analysis. In 


* It is frequently suggested, chiefly it is true by non-analytical psycho- 
therapeutists, that the best way to teach analysis to students would be to 
obtain dictaphone records of a standard analysis. Apart from the fact that this 
would be an unpardonable counter-exploitation on the analyst’s part and 
would totally destroy the most essential spontaneous aspects of his counter- 
transference, dictaphone records could communicate neither the significance 
of a short silence nor the feeling it produces in the analyst. It is in any case 
impossible to measure psychic perception or expression by sensory instruments, 
This can only be achieved through the candidate’s identification with the 
analyst in the situation the latter describes. 
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some cases, instead of the minor pauses to which we have become 
accustomed the whole session tends to become a long drawn out 
pause. The patient it is true brings forward each day a certain number 
of observations usually. about matters concerned with the previous 
twenty-four hours and, having brought his diary up to date, intimates 
that there is nothing else in his mind. Moreover, he usually expresses 
the view that it is time the analyst did some talking and is inclined to 
resent any maintenance of passivity on his part, either actively and 
explicitly or by becoming increasingly tongue-tied. In short, the whole 
analytic situation has taken on an entirely fresh complexion which 
persists with various degrees of exaggeration throughout the second 
phase of analysis. The transference neurosis has commenced. 

Two questions immediately arise: first, why does one say that the 
transference-neurosis is just commencing, in view of the fact that 
transference reactions have already been described as existing in the 
opening phase; and, second, why not regard this concern with present 
day matters as simply an exaggeration of existing defences ? Now it i: 
true that transference manifestations of some kind or another have 
been displayed from the beginning. To say that transference is every 
where is merely to say that displacement is a universal mechanism, Ín 
various ways—early dreams, slips of various sorts, certain associative 
material of a directly personal nature, and in general reactions to 
analysis—we are able to satisfy ourselves quite soon that the analyst 
has been fitted into various niches in the patient’s mind, is being re- 
garded with mixed feelings of affection and hostility. For example, 
the diffidence arising in the first few minutes of analysis is already 
conclusive proof of a displaced attitude. Moreover, we haye already 
turned these reactions to advantage by interpreting them as transfer- 
ences whenever a specific difficulty arose. Again, it is true that this 
preoccupation with current events implies a reinforcement of defence. 
But it would be just as simple for the patient to defend by means of a 
prolonged and detailed recital of events concerned with adolescence or 
late childhood. Indeed, we know that in many obsessional types a 
great deal of historical elaboration, explanation and review, although 
ostensibly engaged in with a view to making everything ‘quite clear’ 
to the analyst, is in part a defence of the usual reaction type. Without 
doubt these elaborate recitals are in the nature of explanatory apologies 
tendered to the patient’s own super-ego, but they also serve the 
immediate purpose of deflecting the analyst’s attention, or, in other 
words, of making the emotional material opaque rather than clear, of 
obscuring the real issue with historical opacities. 

Why, then, do hysterical cases choose current events for elaboration, 
and why is it that having made this selection they are unable to fill 
out the whole session with such Preoccupations, but are soon brought to 


THE TRANSFERENCE-NEUROSIS (1) 113 


a halt for lack of anything further to say? We are driven to the conclu- 
ston that the patient has been caught up in a forward sweep of libidinal 
interest, and that whilst it is certainly a defence in the respect that it is a 
sweep forward, away from memory work, it is one which is accompanied 
by peculiar difficulties, and is brought up short by quite specific hind- 
rances. This sweep forward, this concern with current events, ends in a 
more or less complete ‘jam’ in the process of thinking, because its logical 
goal is preoccupation with the most immediate of all emotional events, 
life in the analytic room and immediate relations with the analyst. 

Now, this is a different state of affairs from that where the patient 
gives sporadic indications of unconscious transference; and the 
attitude of the patient is also different. For example, if in the earlier 
phases a patient desires to bring some little present or other to the 
analyst, or accidentally leaves a few coppers or a soiled handkerchief on 
the couch, or forgets all about an appointment, we are on safe ground 
if we interpret these actions to the patient as indications of a positive, 
ambivalent or negative attitude respectively. And the patient will 
very often accept these interpretations: not, of course, that this 
acceptance is either invariable or essential. But if we endeavour to 
suggest that this new pre-occupation with current affairs is a more 
striking instance of the same group of reactions, and that it has an 
immediate personal significance we are faced with incredulity, 
repudiation or annoyance on his part. Moreover, he will begin to argue 
and will point out what is superficially true, that there is no very 
convincing evidence of such reactions in his associations. 

At this point we may formulate our first generalisation about the 
transference-neurosis, viz. that i differs from the more sporadic 
Indications of positive and negative transference observed in early 
phases of analysis in that it ts liable to pass unnoticed certainly by the 
patient, and in some cases by the analyst. We may add as a rider to these 
propositions that the main part of the analyst’s work is to make this 
unconscious set of attitudes conscious. I do not mean that the transfer- 
ence-neurosis never becomes exaggerated or explosive. It very 
obviously does so at times, and, in fact, the more we bring it into 
consciousness the better opportunity we have of measuring its strength. 
But I do mean that there is considerable risk of analytic failure if we 
go on the assumption that the transference-neurosis will in course of 
time automatically manifest itself in a manner which will be convinc- 
ing to the patient. The real essence of the transference-neurosis can be 
extracted only as a result of laborious attention on our part. 

At this point you will no doubt become aware of a seeming contradic- 
tion in this presentation. On the one hand I have said that many of the 
indications of an oncoming transference-neurosis are obvious (even in 
the negative sense of silences and inhibitions); and on the other I have 
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maintained that the analyst may nevertheless miss the indications of an 
oncoming transference-neurosis. 

The answer is, of course, that not all analytical cases suffer from 
anxiety states and that in any case, owing to the action of repression, 
not all anxiety types manifest classical transference-neuroses. The 
conversion hysterias may as a first sign of transference-neurosis show 
some signs of externalised anxiety or they may merely permit some sharp 
fluctuations in their physical symptoms. The obsessional case may not 
appear to change his associative habit; or he may merely become a little 
unpunctual; or again he may devote the main part of the session to an 
obsessional account of everyday experiences, throwing in at the end a 
few dream-fragments which by that time it is impossible to analyse in 
the current session. ‘The depressive case may only become a little more 
detached from current interests or alternatively permit more emotional 
reaction of depreciation to follow his account of current situations, 
Moreover, even the more dramatic of the hysterical transferences may 
function as a kind of decoy to draw the analyst’s attention from other 
and more important aspects of the transference-neurosis. In short, it is 
a good general policy to respect the defence aspects of the transference- 
neurosis and after the opening phase of analysis to look for them 
precisely when they appear to be absent. 

This is perhaps the most convenient point at which to make clear 
that the analytic transference-neurosts is seen in characteristic form only 
in the transference neuroses, the hysterias, conversions and obsessions. 
Manifestations of spontaneous transference both positive and negative 
are of course present in all cases and may increase or decrease through- 
out the course of the analysis. As has been pointed out, some cases 
begin and end in a negative-transference; others begin with a negative- 
transference and end in a mild positive; others, again, begin with a 
positive-transference and end with a mild negative. But these varia- 
tions cannot strictly be called transference-neuroses. The view that a 
typical transference-neurosis develops in all cases is not only theoretic- 
ally improbable but contrary to actual experience. Some cases that 
show uneventful transference may suddenly develop a transference- 
psychosis, still others manifest no transference-neurosis at any time in 
the analysis. This is observed in some conversion hysterias that are 
superimposed on psycho-somatic states, in many character cases, in 
some deliquent psychopaths and in the training analysis of such 
candidates as are symptom-free. It is also observed in certain cases of 
sexual perversion and in many marital difficulties. And, although we 
might argue that in such instances the sign of a transference-neurosis 
is the continuance of a prolonged analysis without any sign of a transfer- 
ence-neurosts, this would be a conclusion to be arrived at only sparingly 
and after prolonged heart-searching on the part of the analyst. That 
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there are some grounds for this view is borne out by experience of those 
cases where, despite an obvious stalemate, the patient at great personal 
and financial inconvenience, remains stuck in the analysis for some 
years. Only an ambivalent transference sufficiently strong to be re- 
garded as a ‘neurosis’ can adequately account for this remarkable 
phenomenon. 

To return now to the development of the typical transference- 
neurosis, we may repeat that it is the duty of the analyst to be specially 
on the alert when after the opening phase of an analysis he can see no 
very obvious manifestations of it. On earlier occasions I have implied 
that conviction on the patient’s part is essential to the success of any 
analysis. But as we are now familiar with the processes of counter- 
resistance I need not apologise for the remark that conviction on the 
analyst’s part is even more important. To come back to our first 
example, the anxiety, case has reached the stage where the flow of 
current associations soon dries up, and the view is expressed that it is 
time the analyst did some talking. Now, if we are convinced of the 
psychic reality of transference phenomena, immediately the patient 
says ‘ Now its your turn to talk’, we know two things: (a) that one of his 
unconscious phantasies is concerned with an infantile wish for some 
demonstration of love interest on the part of one or other parent. In the 
same way, when he reproaches us for not being active enough in 
analysis, we know that at least one of his set of infantile love-phantasies 
has had a considerable sadistic component. But this historical interpreta- 
tion, whilst ultimately and fundamentally right, is at the moment 
wrong. At the moment it is the analyst who is asked to talk or to be 
more active. So our second piece of information is (b) that the patient’s 
unconscious phantasy demands that the analyst should love him, and 
in the case of the reproach about activity, that the analyst should 
make violent pregenital love to him. ‘These, then, are for the moment 
the correct interpretations. Any amount of intellectualistic interpreta- 
tion of the existence of infantile phantasies will be accepted by the 
patient, but the interpretation will butter no parsnips. The patient is 
only too glad to whet our analytical appetite so long as the real affective 
situation has been left untouched in the transference cupboard. 

Now let us suppose that we do not feel quite sure of our ground in 
making transference interpretations; how are we to attain this clinical 
certainty as apart from personal convictions gained through training 
analysis ? My answer would be: take the first opportunity of analysing 
an obsessional neurotic. One of the characteristics of obsessional cases 
is that they have in consciousness ideas of which the hysteric is com- 
pletely unaware. These seem in some respects to be completely 
unrepressed, although this is scarcely an accurate description, since if 
we examine the ideas in question they appear to have undergone a good 
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deal of distortion, disfigurement and even condensation, Another 
characteristic is that, whilst pursuing one train of thought, obsessional 
cases are at times vaguely aware of a parallel series, in which the same 
theme is being represented in a quite frankly erotic way. Some years 
ago an obsessional case was transferred to me after a partial analysis. 
(I emphasise the fact of transfer, since it played a specific part in what I 
am about to describe.) On one occasion she began associating by saying, 
‘I want you to do the talking to-day’. A quick pause followed, during 
which she passed her hand over her face. A moment later she continued 
with some comment on what had been said in a previous session, and 
the usual fluent process of description, explanation, argument, doubt, 
elliptical reference, criss-crossing of ideas, etc., asserted itself. Now the 
phrase about my doing the talking was in itself seemingly superficial, 
but knowing that an obsessional never makes any gesture without some 
defensive purpose, I concluded that the gesture implied an attempt to 
shut out of her mind a parallel train of thought. So at the first moment 
I asked what had been in her mind at the beginning of the session. Her 
answer was ‘An objectionable idea’. Gradually we were able to piece 
it together from associations, each one of which was stimulated or 
encouraged by me. I kept silence until the piecing process was com- 
plete. Like many obsessional cases, she had a touching taboo intended 
to counter-act masturbatory impulses, and this touching element had 
been carried over into her infantile phantasies as to the nature of adult 
coitus. It happened that her first analyst had given her some explanation 
of the use of the hand in promoting coitus, particularly in reference 
to the question of activity and passivity (we need hardly be reminded 
that the obsessional disposition goes hand in hand with unconscious 
bisexual phantasies). So that when the phrase ‘You do the talking’ 
was uttered, she was aware of a fleeting thought, viz. ‘You put it in’. 
The rest of the associations dealt with various reactions and ceremonies 
concerning eating and the desire for someone else to feed her, which 
had been in existence in one form or another since adolescence, The 
implications were perfectly clear in her own mind, but when at the 
end of the time I pointed out the existence of an unconscious erotic 
phantasy concerning myself, her attitude was that of a typical hysteric, 
viz. of violently affective repudiation. Next day I had the opportunity of 
conducting a slight experiment in passivity. The session commenced 
with a discussion of the qualities of two maidseryants, one cheerful and 
impertinent, but sometimes helpful, the other phlegmatic, heavy, 
unenterprising, but quite respectful. While she spoke, my reading was 
as follows: ‘the impertinent maid is the earlier analyst, the lumpish 
one myself. She resented the explanations given by the former, 
reading them as sexual advances; and yet, whilst fearing them, she 
liked them. Hence, she is reproaching me for my impotence or in- 


THE TRANSFERENCE-NEUROSIS (1) 117 


capacity. The theme being about servants, there is probably some play 
on the word ‘‘service”’ as well as a veiled depreciating tendency.’ At 
first I intended to break in with this interpretation, as the transference 
phantasies were at the moment hindering progress; but partly through 
curiosity I delayed. At the end of the session she brought up as 
spontaneous associations every one of the interpretations I had had in 
mind, e.g. the significance of my not following the earlier analyst’s 
example by giving an account of genital practices between adults. I 
then said, ‘So the lumpish maid was myself’, a remark which lead on 
to a discussion of the yeterinary significance of the word ‘service’. I 
added, ‘So in your phantasy I am represented as being sexually safer 
but more disappointing.’ She hurried on to another theme, which filled 
out the remaining portion of the session. Next session she began by 
complaining that everything was pointless and useless, but as I had no 
further time for experimentation, I broke in to point out that this was 
the result of the previous day’s work, that she was at the same time 
coming back to the unconscious phantasy, and disguising the return 
with the reassurance that analysis was no good, that I was impotent, 
that she was identifying me with a woman. This explanation was 
promptly repudiated, and the transference struggle was once more 
engaged. 

To give another instance: a severe and long-standing case of 
obsessional neurosis had spent the first few months of his analysis in 
a typical way. He had set out on an analytical exploration of his own 
history from childhood, interspersing the narrative with long accounts 
of incidents in his everyday life and meticulous reports on his sympto- 
matic activities. In spite of himself this had led to the uncovering of 
early infantile heterosexual activities, including a few seduction 
experiences both active and passive. And it was clear from the drift of 
his associations that behind all this lay a prolonged phase of an infantile 
ambivalent homosexual attachment to his father. At this point homo- 
sexual themes began to appear in his dreams and gradually equalled 
in intensity the early heterosexual themes. For the first time he became 
a little irritable and slightly unpunctual in attendance; the greater 
part of the session was now spent on a recapitulation of current 
experiences and his dream material, previously quite copious began to 
dwindle and was presented at the end of the session almost as an 
afterthought. During the opening phases his spontaneous transferences 
had been rather ostentatiously positive, with an undercurrent of 
negative feeling that was covered by social solicitude for my well-being. 
But they had not fluctuated. It was now clear that a transference- 
neurosis was setting in, that it would in the main take the form of un- 
conscious homosexual phantasy. Shortly afterwards he came to analysis 
after a shopping expedition during which he had purchased a large 
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screw-driver, Whilst in the waiting-room the idea occurred to him 
that he might strike the analyst on the face with the screwdriver. This 
was followed by the inhibiting thought that perhaps the analyst might 
wrench the weapon from him and deliver a serious counter-blow on 
his face. The session started with an apology for interpreting his own 
material, a policy which he felt might annoy me. After much circumlo- 
cution he produced a dream in which he wore two crowns, the upper 
of which might be knocked off. Associations brought to light an early 
forgotten memory of witnessing a man striking his wife’s face after 
a bedroom quarrel. He had felt the impulse to hit the man in the face. 
His associations varied again to current life, and he described numerous 
incidents where he had been unable to stand up to older and more 
aggressive men and had been at pains to placate them. Next followed a 
dream in which a plumber and his assistant combined to put a flowering 
plant in a flower pot. A single interpretation—‘So I am the plumber’— 
brought a rapid catharsis of the homosexual affect that lay behind the 
more obyious positive incestuous phantasies. 

Let us assume, however, that the foregoing examples are uncon- 
vincing to you: that, in spite of the patient’s unassisted expansion of 
the theme, you are inclined to give ear to their official emotional 
repudiation of the transference interpretations. As we shall see later, 
this repudiation is extremely significant, but for the moment we will 
waive any further interpretation of this case and seek for conviction 
amongst the narcissistic neuroses. Patients suffering from these latter 
disorders very often have the most acute insight into the significance of 
their everyday actions and ideas and will accept as obvious interpreta- 
tions which would appear outrageously far-fetched to the hysteric or 
obsessional. When they desire to repudiate an interpretation, they 
effect their purpose on many occasions by a conscious attitude of 
immunity and indifference, ‘You think so,’ they will sometimes say, 
‘and you may be right... but it doesn’t appear so to me: I feel 
nothing of it’. However, let us observe the first few minutes of a 
session during the analysis of a case of depression. The patient enters 
the room, lies down on the couch, puts her hands to the ends 
of an oblong buckle fastening her belt, turns it up, looks at the 
reverse side, turns it back, drops it and puts her hand to her side. We 
happen to be in a period of remission and her object-relations are 
more apparent, although clearly anal-sadistic in type. So in the 
momentary pause which follows these actions, my reading is broadly 
that she is acting out on a miniature stage an unconscious erotic 
phantasy, in which she starts with an active exhibitionistic scene of 
lifting up her clothes, exposing the genitals to a lover (father), who 
greatly admires them. I realise, too, the hostile element of the phantasy, 
the defiant display, the anal regressional element (the back of the 
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buckle), the coitus phantasy, also partly homosexual (the male and 
female parts of the buckle rather similar in shape), and there occurs to 
my mind innumerable fragments of phantasies on these lines which 
have been indicated from time to time during previous work. I wait a 
few moments with the intention of calling her attention to the gestures, 
provided, of course, the subsequent associations should confirm my 
transference-interpretation. But on this occasion there is no necessity 
to say ‘What about the buckle ?’; the patient without pause spins an 
erotic phantasy which is almost idea by idea what had suggested itself 
to me. 

During this digression we have left our hysteric on the couch 
repeating that it is time the analyst talked, and we may return for a 
moment to observe that we now know what is meant by this request. 
We may also remark that by then it really is time to do some talking, 
but talking of a kind which is not emotionally relished by the patient. 
I mean, of course, transference-interpretation. We may here proceed 
to another generalisation about the transference-neurosis, viz. that 
from the time we have ascertained that this transference situation is 
developing, everything that takes place during the analytic session, every 
thought, action, gesture, every reference to external thought and action, 
every inhibition of thought or action, relates to the transference- 
situation. Moreover, if we feel it necessary to do so, we may break in 
with a transference-interpretation, at any time in the session. We shall 
always be correct if we interpret any thought or action in accordance 
with unconscious phantasies relating to ourselves. But, we must add, z¢ 
is necessary to have some rhyme and reason for such interpretation. We 
might say that we have set a kettle on the hob in the hope of bringing 
it to the boil, and that whilst a lot of our preliminary work is concerned 
with the fire and dampers, we must keep an eye on the kettle and be 
ready to interpret whatever splutterings go on during our other work. 
But whilst we can if we wish always lift the lid, it is advisable to do so 
only when there is some point in this procedure. When, for example, 
should we draw the hysteric’s attention to the significance of these 
transference-manifestations ? 

Before answering this question, let us return to one of the obsessional 
cases I described, to see if we can gather any further information of 
practical use. Now, as a matter of general interest we may remember 
how this particular patient regarded explanations given by the analyst 
as the equivalent unconsciously of an erotic advance. This is in keeping 
with what we have mentioned often before: that the process of analysis 
is regarded in general as an infantile erotic situation and often specific- 
ally as a kind of sexual attack. We can appreciate then the validity of 
regarding the patient’s own associations as representing for his un- 
conscious an equally infantile form of activity. The analyst’s passive 
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attitude is then a sign of feminity, and the patient’s desire to regulate 
the analysis with explanatory passages and home-made interpretations, 
represents a masculine attitude. But, as has already been suggested, one 
of the most important events in the sequence was the fact that the 
patient violently repudiated what was really less an interpretation than 
a simple recapitulation of her own ideas and statements. Here at any 
rate was some of the long-lost obsessional affect: it could be released 
freely only when some other person was guilty of the crime of openly 
expanding an erotic phantasy. But it was more than an expression of 
affect: it brought clearly into consciousness the existence of arepudiating 
attitude, a censoring activity of the ego, which could be indulged at 
someone else’s expense. So that the reaction to the transference-interpre- 
tation was actually a continuance of transference-activity aided by the 
process of projection. Our transference-interpretation was therefore 
incomplete: the unconscious phantasy had been yentilated to some 
extent, but the unconscious ego-reaction had still to be brought home 
by a reversal of her projective defence. 

An illustration of this kind suffers from the absence of context. All 
we have done so far is to indicate that if we have the courage of our 
convictions as to the reality of transference-relations we can make a 
sufficiently accurate interpretation at any time after the transference- 
neurosis has commenced. We have considered one or two simple 
examples of erotic transference-phantasy which were very near to 
consciousness, and must leave it to be assumed that much more 
complicated ideas and situations are repeated in the transference in a 
similar way. Now you might ask: what was the general significance 
of the manifestations of the obsessional case at that particular time, 
how did they relate to the course of the analysis ? Suppose one does un- 
cover a transference-phantasy, what advantage is to be gained by so 
doing; what shall we say if the patient turns on us with the question 
‘So what?’ 

Now, whilst I cannot for reasons of space enter into the whole 
history of her neurosis, I can point out that for some time before these 
incidents occurred I had observed the usual signs of a forward move- 
ment in the patient’s phantasy life. The obsessional’s current affect is 
in a descriptive sense not comparable with that of the hysteric: there 
are not the same declamatory passages and not the same glaring 
amnesias, Nevertheless, one can gauge their feelings just as simply by 
noting their reaction-formations, negations, ellipses and elaborations. 
Direct expression of affect can, moreoyer, be observed in certain 
displaced directions. Where an hysteric will spend endless time con- 
sciously rejecting, say, an obscene word, the obsessional will spend the 
same time in an agony of confusion over a simple nursery nickname. 
Whilst an hysteric is rendered speechless by a hectic erotic phantasy, 
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an obsessional wails loudly over a seemingly innocent piece of senti- 
mentality, the super-ego haying scented out the more primitive 
construction underlying the latter. 

Going on these indications, together with some dream observations, 
I concluded that the slowing down of analysis was due to transference- 
phantasies. This was my main reason for interference. After a good 
deal of repudiation we succeeded in partial elaboration of phantasies 
concerning myself, and some additional fragments of information 
concerning her early life were obtained; these were interpolated 
almost casually during the phantasy expansion. But in fact the 
transference-phantasies afforded information of quite another kind. 
‘They clinched some opinions I had formed as to the zmportance of 
certain identifications in the patient's development. I need not go into 
the significance of anal fixations on a bisexual disposition, but, as you 
can see, the ‘talking’ phantasy and the ‘servant’ phantasy were 
essentially related to a conflict or fusion of heterosexual and homosexual 
impulses. Now her attitude throughout analysis had alternated be- 
tween amenability coupled with a desire for more active treatment and 
depreciation and a tendency to do her own analysis. Here then was an 
opportunity of making reference to these alternating attitudes and of 
linking them on the one hand to the unconscious phantasy content and 
on the other to unconscious ego (super-ego) attitudes. The sequence of 
transference-interpretation in this case was then: uncovering the 
phantasy, noting the affect, reversing the subsequent projections of self- 
criticism, relating previous analytical attitudes to the phantasy-core, 
and endeayouring to recognise the specific super-ego component 
responsible for the censoring activity. The order of these events is of 
course arbitrary; under other circumstances transference-interpreta- 
tion might commence at some other point in the series, e.g. projected 
self-criticism. One need hardly add that transference-interpretations 
are in practice seldom so extensive as suggested above. On many occa- 
sions it is enough for the time to call attention to the actual re-staging 
of phantasy in analysis, without any endeavour to link this up in the 
systematised way I have suggested. At the same time it is well to 
remember that no transference-interpretation is complete until the 
transference phantasy has been correlated first, with transference 
defences, and second, with their infantile forerunners. 

It is important to emphasise the part played in the tranference- 
neurosis by the repetition of identifications, from the basis of which 
we can infer with some accuracy the nature and progress of the most 
important infantile object relations. You may recall that I have 
mentioned the desirability of noting the order of emergence of 
familial imagos in the opening phase; also, when considering identifica- 
tion-resistances, I suggested that these often appear in a similar order. 
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When the transference neurosis commences we have a last opportunity 
of confirming or correcting these earlier impressions. The transference- 
identifications occurring during the transference-neurosis enable the 
analyst to single out those phases of ego-development at which patho- 
genic fixations occurred. A patient suffering from mild depression 
maintained throughout the first half of analysis that he had been 
grossly neglected by his mother, and that he owed all to his father who 
who had played a constantly protective and almost feminine réle to 
him. And, indeed, the earlier course of analysis seemed to bear out his 
contention; some ventilation of his mother-negative brought about an 
alleviation of his symptoms. When, however, the transference- 
neurosis developed, his negative attitude to his father began to be 
transferred and his depression became acute. Only after a persistent 
analysis of the transference situation was he able to uncover the 
homosexual trauma he had experienced when, after the birth of a 
sister, his father had given his whole attention to her. This transfer- 
ence work was followed by a sharp improvement in symptoms and 
permitted the inference that his operative pathogenic fixation was to 
his father and that his super-ego introjection of the father was a 
highly ambivalent one. 

It is this selective repetition that distinguishes the transference- 
neurosis from the spontaneous transference existing at the begin- 
ning of analysis. Spontaneous transferences are working transfer- 
ences. They may, as in the case of character disorders, already have a 
pathological form. Nevertheless, they represent the potential attach- 
ments or aversions which govern the person’s current object relations. 
The transference-neurosis brings to the fore transferences which have 
a specific connection with the processes of symptom-formation. 
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Be. proceeding to summarise the mani- 
festations of the transference-neurosis, their significance and the way 
in which they can be exploited in analysis, we would be well advised 
to take stock of the conclusions so far reached. So many problems and 
uncertainties beset this subject that it is often difficult even for experi- 
enced analysts to avoid developing garbled ideas on the matter or, still 
more unfortunate, seeking to gloss over manifest difficulties by clinging 
dogmatically to a few theoretical generalisations and some practical 
rules of thumb. Psycho-analysis, like many other sciences, is in- 
fluenced by fashions which in turn lead to the adoption of pseudo- 
scientific slogans. In recent years in this country, for example, a 
somewhat fetichistic attitude to the transference has apparently 
developed, whilst at the same time the term ‘transference-neurosis’ 
with all its theoretical and practical implications has fallen into 
relative desuetude. 

For these among other reasons it is desirable to emphasise again the 
practical distinction between spontaneous or working transferences and 
the specifically neurotic stage of repetition known as the transference- 
neurosis, to point out that in many of the cases coming to analysis, this 
symptomatic form of repetition is absent or takes non-specific forms, 
and that, in any event, the indications for transference-interpretation 
differ in no way from those applicable in any other analytic situation, 
namely, that it should be justified by the associative material and the 
current state of analytical defences. To make a counsel of per- 
fection of continual transference-interpretation flies clean in the face of 
both theoretical and clinical considerations. Granted that transference- 
interpretation provides an essential distinction between psycho-analysis 
and other forms of psycho-therapy, that from the earliest analytic times 
the necessity of transference-interpretation has been constantly urged 
on training candidates; still, there is no-need to stultify the practice of 
analysis by recommending its automatic application at all stages of all 
analyses. To express this more formally: the extent and intensity of 
all transferences are indications of the existing activity of unconscious 
cathexes, which varies in different conditions and at different times in the 
same condition. The handling of the transference must therefore vary 


according to the manifestations existing in each case. 
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The next point to be emphasised is that the manifestations of the 
transference-neurosis are capable of the same type of classification as 
has been applied in the case of resistances, namely, in accordance with 
descriptive, functional, structural, developmental and resistance 
criteria. The fact that every phase of the transference-neurosis can 
operate as a resistance makes this procedure logical and essential. With 
these general considerations in mind we may therefore proceed to 
tabulate the kind of information we expect to get from the transfer- 
ence-neurosis and the use we seek to make of that information. As, 
however, not all cases manifest a transference-neurosis and as in 
such instances we must exploit as best we can whatever manifesta- 
tions of transference present themselves, we may conveniently 
deal with spontaneous forms of transference or, as I have called them, 
working transferences under the same heading. 

One last preliminary consideration: when confronted with transfer- 
ence resistances, we should remember that by adopting the technique 
of psycho-analysis we have done everything in our power to encourage 
the development of infantile transferences. We have above all initiated 
a process of psychic regression in the hope that by so doing we can gain 
access to the levels of mind at which symptom-formation originally 
developed or when the predisposition to symptom-formation was 
originally established. * For in so doing we haye taken advantage of the 
fact that in mental disorders the tendency to regression is in any case 
extremely strong. We should not therefore be surprised if infantile 
repetitions (whether symptomatic or not) should become the current 
coin of analytical exchanges. 

In the descriptive classification of resistances we found it convenient 
to group these roughly into unobtrusive and massive forms respectively, 
adding the cautionary comment that we could not measure the 
intensity of resistances by descriptive standards, and that in fact the 
most powerful of resistances give no direct indication of their existence. 
A similar approach can be adopted in the case of transference manifesta- 


z Ina recent paper (Psychoanal. Quart., 1950, 10, 501-539), Ida Macalpine 
maintains that analytic transference is not a spontaneous manifestation of the 
neurotic but is actively induced by the analytic technique which creates an 
infantile setting to which the analysand has to adapt, which he can do only by 
regression. In her opinion, the features of the analytic technique go to form a 
constant, passive, immutable environment, i.e. a ‘loss of object world’. In its 
unyielding passivity lies the ‘activity’ which is exerted on the analysand 
throughout treatment. She maintains further that in differentiating psycho- 
analysis from hypnosis, similarities tend to be minimised; e.g. the concept of 
the analyst’s passivity rightly arose but was wrongly held to govern the whole 
of psycho-analytic technique. Both hypnosisand psycho-analysis exploit infantile 
situations which, mutatis mutandis, they both create. Analytic transference is 


ee as a person’s gradual adaptation by regression to the infantile analytic 
milieu. 
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tions. Instead, however, of dividing them solely into minor and gross 
manifestations respectively, it is more satisfactory to regard them at 
the same time in terms of their duration, e.g. whether they are 
transient or protracted. 

Actually, in the average opening phase the signs of transference are 
both unobtrusive and fleeting. We become accustomed to note a 
number of minor reactions which may not have been directly or only in 
part interpreted when they first made their appearance. A feature these 
have in common is their concern with the immediate setting of the 
analytic situation and with the professional reactions of the analyst. 
Typical examples are the reactions to the furnishing of the room, 
concentration on particular objects or features in the room, signs of 
activity on the part of the analyst, emotional responses alleged to have 
been made by the analyst. One patient makes fleeting reference to a 
piece of flex projecting from an electric fitting, another stops occasion- 
ally to trace the markings on the wall opposite, a third pays particular 
attention to the appearance of flowers on the desk, a fourth glances 
obliquely at any correspondence that may be lying about. Yet another 
is hypnotised by the knobs protruding from a chest-of-drawers. Others 
start at the slightest noise from without and turn an apprehensive and 
suspicious eye in the direction from which the disturbance comes. 
Others, again, find themselves disturbed by creakings of the analyst’s 
chair or listen carefully to his breathing, to changes in voice, in short, 
to any manifestation animate or inanimate concerned with the personal 
setting of the analytic situation. 

Next come various transference phenomena of fleeting duration 
which are evidence of different identifications and relations to parental 
imagos in the patient’s mind. They often take the form of slips of 
the tongue; as when, by misuse of pronouns, the patient identifies the 
analyst with himself and with his father. A patient, drawing a letter 
from his pocket, says ‘I have just heard from your father’, then 
correcting himself adds hastily, ‘No, I mean from you . . . I mean he 
has heard from you, no’ this somewhat desperately ‘J have heard from 
him’. A slight rattling noise made by me annoys another patient but re- 
minds him that his father,who died when he was young, used to rattle 
pills, and in his terminal illness suffered from faecal incontinence. 

To begin with, therefore, we amass numerous fragments of informa- 
tion about infantile reactions, modes of thought and infantile develop- 
ment. These fragments float, as it were, on the general current of 
association or, to vary the metaphor, rise like air bubbles to the surface. 
All the while the patient may be pursuing a more connected narrative. 
These various pieces of information begin in course of time to sort 
themselves out in the analyst’s mind and can be conveniently sub- 
divided into (1) facts bearing on libido-deyelopment, and (2) facts 
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bearing on ego-development. At the same time we note in general 
whether these minor indications of transference give vent to mainly 
positive (friendly) or mainly negative (hostile) attitudes. The letter 
received by the patient who mixed his pronouns, contained a refusal by 
his father to help him find a new occupation. The patient was in fact 
extremely ambivalent to his father to whom he had an unconscious 
passive homosexual attitude: shortly afterwards he began to complain 
that he did not feel analysis was ‘helping’ him. Naturally, these 
negative manifestations, if frequently repeated, call for systematic 
handling; but at first they may be regarded as setting the key-signature 
to the transference, or, to vary the expression, as the first flying sparks 
from the friction-rub of an engaging analysis. 

The division of transferences into libido- and ego-transferences 
becomes more obvious when we consider protracted movements in the 
transference neurosis. Also the positive or negative tendency of these 
movements becomes more unmistakable. As is only to be expected the 
ultimate aim of these movements is to establish within the analysis 
the psychological framework of the infantile Oedipus situation. ‘The 
analytical equivalents of these situations are very numerous: patients 
may act constantly as if they were the sole object of analytic attention, 
will use their resistances with an eye to provoking counter-transference 
or counter-resistance, will constantly complain that their analysis is 
pointless and that the analyst is omitting something important. On 
the other hand, as soon as any effective interpretation is done, they 
will round on the analyst with anger and suspicion, fly up in arms to 
rebut what they take to be a form of criticism and generally behave as 
if they were threatened with castration or impregnation—in short, we 
begin to recognise specific situations which are re-enacted over and over 
again over a prolonged period: these include all sorts of repetitions 
modelled on the cardinal variations of the Oedipus relationship, chang- 
ing from complete positive to complete negative, from direct to in- 
verted. Moreover, we find that these are presented in different guises, 
that there is as it were a polyglot version of the transference. Although 
in the majority of psycho-neuroses the accent is laid on genital symbol- 
isms, it is not hard to detect in the reactions of some patients to time, 
money, interpretations, themes of waste, etc., an edition of the same 
play rendered in the anal-erotic dialect. In other cases again, especially 
those with an underlying depressive reaction, the transference accent 
is predominantly of an oral type. A patient reports that he has developed 
the habit of dropping into a restaurant for a snack after any session 
during which he has been dissatisfied with interpretations. His reactions 
to any delay in commencing the session become increasingly despon- 
dent with, however, only muted expressions of negative feeling. His 
dreams are more and more concerned with images of public-houses in 
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which the publican persists in closing before the legal hours. And 
gradually every aspect of the analysis, concrete or abstract, is estimated 
in terms of oral symbolism. 

In this connection attention may be drawn to a specially intractable 
form of transference repetition to be found in all cases where maso- 
chistic defences are employed to prevent the resolution of conflict 
centring round traumatic situations. These might well be described 
as traumatic transference-neuroses, to distinguish them from the more 
explosive forms of psycho-neurotic transference-neurosis. Such patients 
have as a rule a strongly repressed homosexual attitude, a marked 
degree of ambivalence and a barely concealed sensitiveness to any 
seeming neglect, all of which are expressed more through character- 
formations than through classical symptom-formations. One of their 
main unconscious concerns is to establish a traumatic situation in the 
analysis; and they will seize on the slightest excuse to complain that 
they have been rejected. Failing this, they will either maintain that 
the whole process of analysis constitutes an injury or do everything in 
their power to provoke some negative counter-reaction on the part of 
the analyst. This is a difficult situation to deal with and unless met by 
a combination of patient yet effective interpretation ends more often 
than not in analytic stalemate. Although strongly charged with un- 
conscious hostility the situation is essentially one of libidinal frustration, 
the difference from the ordinary transference situation being that 
simple memory catharsis is relatively ineffective in reducing it. 

As these libidinal transferences develop, it becomes apparent that an 
essential part of the situation is the repetition of early ego- and super- 
ego attitudes. And in the more difficult cases the reproduction of these un- 
conscious ego-aspects takes precedence over purely libidinal repetitions. 
You will remember that, from the ego point of view, the second stage 
of analysis consists in exploring the early development of the ego and in 
estimating which identifications and imtrojections have played a 
decisive part in the formation of the super-ego. In the transference- 
neurosis we see the introjections once more in a projected form and are 
able to estimate from the strength and quality of the projected situa- 
tions the nature of super-ego development. 

These protracted ego-repetitions are more obvious in obsessional 
patients, particularly those with an underlying depressive structure, 
than they are in the hysterias. They are a constant feature in the analy- 
sis of character disorders, the ultimate defence taking the form of 
producing a ‘disordered’ analytic situation from which the patient can 
then escape on the grounds of lack of improvement. This is essentially 
a guilt-defence. Yet it cannot be too often repeated that, although it is 
a difficult situation to overcome, its appearance is not only a pre- 
requisite of cure, but, in fact, an inevitable development in the analysis 
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of such cases. In other words, the successful analysis of unconscious 
guilt can take place only when it is resolved once more into the social 
(familial) anxiety from which it originated. The: guilt transference 
permits a fresh projection. Until this has taken place there is little 
opportunity for modifying faulty introjections. A depressive case with 
a seemingly insoluble father-negative covering an earlier mother- 
negative, had dealt with this ‘traumatic double negative fixation’ by 
a guilt-identification through which he bound to his own ego his 
hostile and sadistic reactions to his parents. His symptomatic regressions 
represented at the same time a flight from this internalised charge of 
sadism which at other times discharged itself at the genital level and a 
regression to a phantasied stage of oral narcissism. ‘These identifications 
were covered in the case of the father by an open hostility, in the case 
of the mother by a reactive idealisation. Direct interpretation of these 
attitudes produced little effective alteration, and it was only when 
phases of tentative negative reaction to the analyst became more 
persistent and definite that the guilt identifications with the parents 
could be analysed. In fact he had identified with them through their 
genital activities which had activated his hostility, and thereby 
accentuated his own genital guilts. After a time, transference- 
interpretation was followed by a freeing of positive libido in the direc- 
tion of the father. The point of importance is that without transference 
projection, the father negative would have remained permanently 
canalised towards father-substitutes, would have thrown his whole 
system of homosexual sublimation out of gear and continued to 
prejudice successful marital relations. The change was not, however, 
due exclusively to transference interpretation. It was encouraged by the 
existence of an actual analytic situation in which the patient could 
experience, in a somewhat tenuous form, it is true, a positive reaction 
to a combined father-mother substitute. The main function of the 
positive transference is indeed to permit are-experience in non-ambivalent 
form of earlier ambivalent attitudes to the parents. 

To return to our general assessment of transference manifestations: 
it should be noted that in the case of libidinal transference manifesta- 
tions which, as has been indicated, we examine in order to learn and 
reconstruct infantile development, it is not essential to follow too 
closely the order in which they appear. They can usually be fitted into 
a general scheme of development, and the main difficulty isto be certain 
of the date of the manifestations, e.g. whether oral phantasies played 
out in analysis are primary or the result of backward displacement. 
In the case of manifestations from which we infer the course of ego- 
development, it is more important to note the order in which different 
phases of identification occur. As a rule we find that in course of ego- 
analysis there is a general drift backwards which reaches its climax 
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when analysis is nearing its termination. This view of the process 
helps us to understand the true defensive significance of the Sorward 
drift of interest and preoccupation represented by the transference- 
neurosis. If there were no transference defences we would probably 
be able to have an uninterrupted view of the various stages of ego- 
development, and would observe how as soon as one identification was 
analysed an earlier one would take its place. Transference movements 
tend to blur this impression, and, if left unanalysed, the ultimate 
effect is as ragged as the rendering of a military march by a one-man 
orchestra. But this confusion is not the only difficulty: on many 
occasions one set of identifications may be highly charged for defensive 
purposes. For example, when a patient shows signs of extreme 
castration-anxiety, the early indications may point quite simply to the 
fact that the analyst is being identified with the father-imago. Shortly 
afterwards, we may have occasion to note that the identification system 
has changed materially, and that the analyst is being reacted to on the 
strength of a mother-identification. Now, whilst this is in keeping with 
the general line of every patient’s development, it has also a defensive 
significance. It is true that the mother imagos are invested with 
dangerous possibilities, but the curious thing is that during this phase 
father-anxiety largely disappears. Under these circumstances we may 
be certain that we shall have to return later to work through a con- 
siderable reserve of castration anxiety relating to the father. 

Before leaving this subject of ego-identifications and their analysis, 
which admittedly represents the most difficult side of analytic work, 
we may console ourselves with certain legitimate reassurances. In the 
first place, although our early impressions of the patient’s ego, as seen 
in the transference, are kaleidoscopic, the main phases of identification 
are not very numerous, and it is possible with experience to sort them 
out quite quickly, just as it is possible to classify with some ease the 
multitudinous representatives of oral, anal or genital phantasies. 
Again, although the transference certainly blurs our impressions, it is 
not without its advantages. A projection may be very sharply defined, 
and its reversal provides us with a very accurate ad hoc interpretation. 
Besides, we are not simply marooned with transference-projections; 
the patient will continue to provide us with information from other 
sources. In general, phantasy elaborations are followed by specific 
ego-reactions; and sometimes changes in the tone of voice or the use of 
certain stereotyped critical phrases are a certain hall-mark of the origin 
of these reactions. Indeed, if we call the patient’s attention to their 
tone of voice, they will often spontaneously observe: “Oh, my mother 
spoke that way’ or ‘...used that phrase’. Lastly, we may recall 
that in most cases we have not been pitchforked into transference- 
analysis: although in the earlier phase we interpreted to remoye 
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obstacles to association, we continued to gather from slips, parapraxes, 
etc., increasing information about the main lines of ego-development. 
From the first, our general policy has been the same: to remove 
obstacles and at the same time to extract information from each 
difficulty. The transference from first to last operates as a defence, but 
as time goes on we make more and more use of the information gained. 
We use this first of all in the hope of increasing the patient’s memory- 
work, or, failing any result, we employ it to reconstruct forgotten or 
irrevocable parts of his development. Transference-interpretation has 
to be used as a lever, and the time to use it is when the analytic 
superficies shows signs of petrification. - 

But we must not always expect that our transference-interpretations 
will immediately loosen the analytic situation, bringing a flood of 
memories, or that it will bring about automatic transference resolution. 
On the contrary, the transference-neurosis in the first instance feeds on 
transference-interpretation; in other words, the transference, starting 
in a fragmentary form, tends to build itself on the foundations ol 
transference-interpretation. That is why we must be sure our transfer- 
ence-interpretations are reasonably correct. If they are not, we are 
ourselves encouraging the patient by our suggestions to build up a 
spurious and artificial pseudo-transference-neurosis.* No doubt these 
pseudo-transferences have at times a therapeutic effect, but the effect 
is due rather to suggestion than to psycho-analysis. Herein lies the 
danger of a fetichistic policy of transference-interpretation. It is true 
that from the time we commence transference-interpretation we can, 
if the occasion justifies it, interpret everything that happens in the 
analysis as a manifestation of transference. But we must not at any 
time convert our analytic technique into a rapport technique. Certainly, 
pseudo-transference-neuroses can have at times a good therapeutic 
effect, but so can any form of rapport-therapy. To make inaccurate 
transference-interpretations has, in fact, as much therapeutic effect as 
can be achieved by encouraging a stranger to feel friendly or, in the 
case of negative interpretations, by criticising a casual acquaintance 
‘for his own good’. 

To illustrate these different aspects of transference-interpretation, 
we may return at long last to the hysteric on the couch whom we left 
demanding that we should ‘do the talking’ (p. 116). From our 
observation of a ‘forward drift’, from the drying up of tributary sources 
of information, we know that it is time then to do some talking, i.e. 
to give some transference-interpretation. But the first observation we 
make is that our policy does not seem to work. We suggest, at first, that 
this demand for us to do the talking is the conscious representative of 
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an unconscious phantasy concerning ourselyes; the patient denies it. 
Fortified by an additional set of associations which indicates unmistak- 
ably the main outline of the phantasy, we go on to sketch out this 
phantasy as it is represented unconsciously in relation to ourselves, e.g. 
that it is an infantile sexual phantasy. The repudiation is still more 
emphatic. In most cases we are content for the moment with this 
repudiation; provided our interpretation has been correct, it is the 
unconscious ‘Yes’. But we must then observe carefully what happens 
when the repudiating attitude has died down; we have to note whether 
any progress is made, whether the associations show any sign of 
backward drift as opposed to present-day preoccupation; whether the 
same or similar phantasies appear in dream-life with any additional 
material, or whether the defensive mechanisms seem more marked. If, 
as frequently happens, no such signs of progress appear, we may safely 
conclude that the transference-phantasies are still too highly charged, 
and should take the first opportunity of ventilating them further. But 
what constitutes an early opportunity? At first sight the answer would 
appear to be simple, viz, when any positive indications, such as slips, 
or negative indications, such as pauses, indicate that the patient is 
involved in transference-preoccupations. In many cases these occur so 
frequently that there is no difficulty in finding an opening. But the 
point I want to make is that when we are convinced that the transference- 
situation ts highly charged we are under no necessity to wait for such 
obvious openings. As I have said, we can always lift the lid of the 
transference boiler, and the first opportunity is really determined by 
the conviction which grows on us that the analysis is still being held 
up; just as, in general, we interpret when we feel convinced from 
the patient’s associations that some further ventilation is necessary. The 
time being ripe, the opportunity is immediately present. The transfer- 
ence situation is always there. Further interference is guided by the 
rules we have given in considering resistance. First of all, are we 
satisfied that our original interpretation is valid? If so, we allow time 
for working through. If not—and it is better in the first instance to 
go on this assumption—the problem arises: what have we been miss- 
ing? Having satisfied ourselves on this point, we expand the transfer- 
ence-interpretation in this direction, checking our results always with 
the amount of emotional reaction we produce, or the occurrence of 
transitory symptoms. es 
At this point I think it will be clear why it is important to divide 
translation of transference-manifestations into libido-explanations and 
ego-explanations. It is no use simply making libido-explanations if 
we neglect the fact that these infantile remainders are repudiated not 
so much by the conscious ego as by the unconscious infantile ego, and 
that the transference-resistances are themselves evidence of the 
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operation of the infantile ego. In short, the transference-resistances 
are an integral part of the transference and have to be translated as 
such. This explains why, when we first tackle an hysteric with trans- 
ference-interpretations of libidinal phantasies, our formulated policy 
does not seem to work. We have not completed our interpretations. 

We see then that there is no essential difference between the aim 
of interpretation as a whole and the azm of transference-interpretation. 
All interpretations can be classified in accordance with their aim into 
(1) interpretations calculated to overcome immediate obstacles, and 
(2) interpretations leading back to the unconscious roots of the transfer- 
ence-phantasy from both the ego and libido point of view. I think it 
is important to have some such rough distinction and for the following 
reason: when describing current analytic situations in control-analyses, 
candidates frequently punctuate their account with some such phrases 
as ‘This evidently meant the mother’ or ‘That evidently meant the 
father’; and although these are doubtless perfectly correct conclusions, 
one gets the impression that they are somehow isolated from the con- 
text, that interpretations couched in this particular form would mean 
little or nothing to the patient. Now, assuming that a patient begins to 
show unmistakable signs of mother-hostility, the immediate use we 
make of this observation depends on the state of the analysis. If the 
analysis is for the time being held up, the transference-interpretation 
can be given for its immediate effect. But suppose the reaction persists, 
it is necessary to extract something further from the situation. We may 
then cast about in our own minds in order to orientate ourselves con- 
cerning this reaction. After all, we have a good deal of preconscious 
material to refer to, presumably a quantity of dream-material, we have 
various screen-memories noted earlier in the analysis, we have evidence 
of fixations in or regressions to certain stages of infantile development, 
we have a number of clearly established phases of infantile identifica- 
tions, we have the symptom-picture, transitory symptom-formations, 
movements of libido outside analysis; in fact we have a mine of infor- 
mation which should help us to ‘place’ this mother hostility. So that 
having demonstrated to the patient the existence of this hostility 
reaction, our next task is the demonstration of the persistence of an 
older reaction. In other words, we are never Sinished with a transfer- 
ence-interpretation until it is finally brought home to roost. To establish 
the existence of a transference-phantasy is only half of our work; it must 
4 detached once more and brought into direct association with infantile 
ife. 

But although there is no essential difference in aim between 
transference-interpretation and other types of interpretation, there is 
some difference in the effect produced. In the ordinary interpretation 
we supply certain important word-bridges which enable communica- 
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tions to be established more effectively between the unconscious and 
preconscious systems. A happily placed bridge may also act as a conduc- 
tor to an explosive discharge of affect or lead to some revival of 
memory; but in many instances work of this kind has no immediate 
result. Now, in transference-interpretation, owing to the element of 
dramatisation, an effectiye interpretation is more convincing, in that 
the patient has come as near as possible to actual experience. But it is 
most convincing of all where we are able to demonstrate the discrepancy 
between the affect and the actual triviality of its occasion. It is at this 
point that the commencing analyst has reason to congratulate himself on 
the foresight and experience of his predecessors. Having followed, no 


doubt with unnecessary rigidity, the classical rules governing the con- 
duct of the ordinary analysis, the association rule, the couch position, 
the policy of abstaining from personal advice, from exhortation, or 
from the expression of personal opinions, he has been able to avoid 


falling into the counter-transference traps set by the patient for 
purposes of unconscious defence. He has not played any of the parts 
lotted to him by the patient; so that when an unconscious phantasy 
comes to a head or an unconscious identification crystallises, he is able 
to reap the reward of his careful attitude of detachment by establishing 
to the patient the incongruency of idea and affect which is the hall-mark 
of disordered mental function. Direct interpretation of unconscious 
conflict and its content can undoubtedly produce effective discharges 
and so reduce current tensions. This indeed is the essence of so-called 
‘short-term’ analytical therapy. But it does not bring into the open 
the dissociation produced by conflict. Transference experience and 
interpretation provide an affective experience (an affect-bridge) to 
link the past with the present. 


To these matters we shall return in due course, more particularly in 
the discussion of so-called ‘active therapy’ and of exceptional cases. In 
the meantime, it is worth while repeating that we must not pin our 
hopes on the unfailing success of transference-interpretations. At the 
beginning of our discussion of transference I remarked that at no stage 
were the analyst’s convictions put to a more severe test than during the 
transference-neurosis. I must now substantiate this statement. The 
best method of doing so is to indicate generally the types of transfer- 
ence-reaction in different neurotic states. In the case of true hysterics 
transference-reactions will become extremely heated, but owing to the 
strength of their preoccupations with the immediate environment it is 
difficult for these patients to recognise the obviously exaggerated 
nature of their attitudes. When, however, we do succeed in driving a 
transference-interpretation home, we are rewarded as a rule with some 
fresh piece of memory-work. The defensive process is, however, 
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immediately renewed, and so we proceed through a turbulent situa- 
tion uncovering phantasies, stimulating memory-work, but giving 
respite every now and then to allow for absorption. In fact, the 
situation is so dramatic that we are never long in any doubt about the 
reality of the transference. The main possibilities of error are (1) that 
we may not recognise the change in analysis early enough; (2) that we 
may not appreciate how far the hectic transference is covering hostility 
phantasies; and (5) that owing to the obvious nature of the phantasies 
we may hurry things unduly. Fortunately these errors can usually be 
corrected by a study of current dream material. For not only is this 
extremely vivid and based on symbolisms of a most revealing character 
but the very relation of the dream life of the hysteric to her current 
life, the fact that dream reactions and affects persist almost unaltered 
for some hours after the patient wakes, enables us to observe the 
transference tm statu nascendi. To which it may be added that undue 
haste usually results in an unmistakable increase in the activity of 
repression. 

In obsessional types, the problem is somewhat different. We are apt 
to be misled by the existence of numerous word-bridges; many ideas 
normally repressed are with them present in consciousness. As a 
matter of fact these bridges are in a state of defensive disrepair and 
have to be put in order, but in any case you can see that we cannot 
expect the same number of dramatic recoyeries in memory-work as we 
get with the hysteric. Hence, it is more essential that the transference- 
interpretation should be extremely convincing, and should give rise to 
a relatively greater amount of affective discharge. Moreover, the 
hostility factor is more important and gives rise to especial difficulty. 
Owing to the nature of the obsessional ego-disposition and regression to 
anal-sadistic levels of development and identification, the aggressive 
components are of a more primitive order. On the other hand, super- 
ego sensitiveness and severity are correspondingly increased, so that 
negative manifestations as a whole, and particularly those negative 
manifestations which have fundamentally an erotic significance, are 
opposed by reaction-formations. The obsessional plays constantly on 
muted strings, and the motif is spun out in interminable variations. 
Hence apart from the usual tendency to miss early signs of the transfer- 
ence, there is a constant danger of loosening our grip of whatever 
transference-situation we have uncovered. To a certain extent we are 
protected against this by the failure in repression of presentations, but 
this is more than counter-balanced by the patient’s ingenious mechan- 
isms for dealing with affect. I think this explains why after a seemingly 
model analysis we may suddenly feel that the ground has slipped from 
under our feet, that we don’t quite know where we are or what stage we 
are in. When this happens we may be certain that we are in the second 
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stage, viz, the transference-neurosis, but that for the moment our convic- 
tion about the psychic reality of transference manifestations has, faltered, 
that we have been tempted by the attractions of direct interpretation to 
neglect transference-interpretation. 

When we turn from the obsessional to the narcissistic neuroses of a 
depressive type, we have to keep in mind a number of special factors, In 
the first place, whilst the manifestations of positive transference may 
appear at times to be almost as hectic as those occurring in hysteria, 
they have a more urgent defence function to perform; The importance 
of ordinary object-relations being greatly reduced in these conditions, 
the transference remains almost the sole effective and affective bond 
with adult life, It may appear to diminish during the deeper phases of 
depression but it is still the life-line of the patient. Transference has at 
all times an avid and deyouring character. On the other hand, once 
established the depressive transference is subject to violent interrup- 
tion on any occasion of actual or seeming regression. Whereas a 
projective type may react with violent hostility to even a few seconds’ 
delay in opening the session, a depressive type may immediately 
produce a ‘transference-depression’. And the task of the analyst is to 
reyerse this introverted hostility to trauma without endangering the 
positive relations on which the successful maintenance of the analytic 
situation depends. For in such instances we do not often observe the 
immediate improvement in positive relations that usually follows an 
interpretation freeing the patient of negative feeling; the ambivalence 
is too deep-seated; both positive and negative reactions are too closely 
interpenetrated. For these reasons it is more difficult to bring about in 
such patients the essential state of conviction regarding the nature of 
transference-phantasy. Absorption of interpretation requires infinitely 
smaller doses than in the case of the psycho-neuroses; hence we must 
become accustomed to a long-drawn-out situation of concealed nega- 
tive transference varied with occasional explosive outbursts sometimes 
of an erotomaniac character. As we might expect, the correction of de- 
pressive regression is prone to loosen a kind of ‘transference-paranoia’. 

These general outlines must of course be corrected for the numerous 
aberrant types of transference observed in the character disorders and 
perversions. But as these will be considered separately, we may content 
ourselyes with a brief consideration of that dark horse, therapeutically 
speaking, the so-called normal person who comes to analysis for some 
emotional maladaptation, and is found to have a personality riddled 
with minor abnormalities, any of which, if exaggerated, would give a 
classical neurotic or even psychotic outline to the case. As this is an 
analytic group that includes a considerable proportion of candidates-in- 
training, most analysts have had first-hand experience of the resist- 
ances that arise, The patient is hampered by all the factors which may 
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appear individually in the analysis of outspoken neurosis. We have 
some of that deceptive insight into and interest in analytic approaches, 
minor anxiety-formations, obsessional symptoms or perversions, 
varying tendencies to defensive introjection and projection, occasional 
explosive affect but more often persistent, silent and unrelenting 
negative, and finally no very urgent drive with which to counteract 
the discomfort of analytic integration. Here there is some risk of missing 
the transference-situation altogether, and here more than anywhere 
else is the point of view valid that the transference-neurosis must be 
uncovered, that it does not dance attendance on the analytic rule. It is 
always present but does not beckon to us; and the patient, having 
established a successful defence of neutrality, thereby copying the policy 
of the analyst, and having so cloaked the degree of his ambivalence, will 
certainly not abandon this defence by allowing any emotional reactions 
to come into the analytic situation. It is with cases of this type that we 
feel most inclined to doubt the validity of dividing analysis into stages 
and feel sceptical about the existence of the transference-neurosis or 
of terminal stages. But the fact is that we are then in the thick of an 
unresolved second stage. And here, perhaps, I might suggest the 
order in which the commencing analyst may profitably study or select 
case-material. The hysteric comes an easy first in the list and should be 
followed by an obsessional case; but as a prelude to further effort with 
narcissistic neuroses the student should include at this point an alleged 
normal individual. Failing this he should try his hand at the analysis 
of a case of chronic marital discord. 

Consideration of the transference-reactions of alleged ‘normal’ 
individuals encourages me to make a final reference to the question of 
policy in transference-interpretation. Some analysts have a rough rule 
that in the case of dream-symbolism and transference-interpretation 
they delay making a direct interpretation until the patient has arrived 
spontaneously at the meaning of some one symbol or some one trans- 
ference-reaction. Thereafter, they are prepared to make direct interpre- 
tationsofsymbolsandtransferences at any timethey considerappropriate, 
a method which, of course, appeals to the intellectual side of the patient’s 
attitude, But apart from the fact that we do not embark on analysis in 
order to proselytise, and that we tend to pay for the patient’s in- 
tellectual co-operation by emotional refractoriness, the experience 
gained from ‘normal’ types shows us that some patients will never see 
any unconscious derivatives unassisted, whilst others, who do recognise 
them at once, are in no better case until their affective inhibitions 
have been removed. Hence, there can be no harm in repeating that 
what determines the moment for transference-interpretation is the 
slowing of movement or decrease of fluidity in the analytic situation. 

The more one reflects on transference phenomena, the more im- 
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possible it seems to deal with them adequately within the framework 
of a course of lectures. The subject requires a volume to itself. In a 
discursive survey of the transference and of the transference-neurosis, 
it is only too easy not to see the wood for the trees. I propose, therefore, 
to conclude this outline by recapitulating the main points which may 
serve as a guide to the commencing analyst. These are as follows: 

(1) Transferenceisanormal affective phenomenon governed bytheun- 
conscious mechanism of displacement and promoting social adaptation. 

(2) The spontaneous transferences obseryed in the early stages of 
analytic treatment shows a specific tendency to regression which is 
fostered by the conditions of analysis. 

(5) As analysis continues, transferences develop a specific form 
characteristic of the disordered state of the patient. 

(4) The so-called transference-neurosis is seen in classical form only 
in the psycho-neuroses: it appears in a less outspoken form also in 
such psycho-sexual or characterological disorders as correspond in 
dynamic intensity and defensive function to the psycho-neuroses. 

(5) In the psychoses a transference-psychosis may arise which 
threatens the therapeutic relationship between patient and analyst. 

(6) Owing to the superficial resemblance between spontaneous 
forms of transference and the transference-neurosis proper, the latter 
is apt to be overlooked when it first begins to expand. 

(7) From the time the transference-neurosis commences all analytic 
manifestations can, if expedient, be related to it. 

(8) If in cases where a transference-neurosis is to be expected, we do 
not see it openly manifested we must take steps to uncoyer it. In so 
doing we are guided by the general rules of interpretation, as follows: 
(a) that we interpret to remove obstacles to progress of the analysis, 
(b) that in the long run we interpret to reconstruct the infantile 
development culminating in the Oedipus situation, to conflict arising 
from which the psycho-neurosis (or its equivalent) can be traced, (c) that 
this reconstruction involves analysis of the infantile ego as well as 
recapitulation of infantile libidinal relations, (d) that with a finger on 
the pulse of resistance we space our interpretations to allow for absorp- 
tion and ‘working through’, (e) that rule-of-thumb interpretations or 
incessant transference-interpretation tend either to bring about a 
therapeutic improvement based on suggestion therapy rather than 
psycho-analysis or to produce a negative therapeutic reaction in the 
patient leading ultimately to stalemate. 

(9) In so-called normal types and characterological cases in which a 
transference-neurosis is not to be expected, the existing transference 
tends to slip through our fingers, leading also to stalemate in analysis. 

(10) Whenever this occurs our own conyictions as to the universality 
of transference-phenomena tend to be shaken. 


CHAPTER IX 


THE TERMINAL PHASE (1) 


T, the logical-minded reader it may seem 
somewhat incongruous to interpolate an account of terminal phases 
in the middle of a systematic outline of psycho-analytical technique. 
He might well prefer to be given a more detailed account of variations 
in the second stage of analysis as observed in different clinical types. 
Yet there are many justifications for this apparently arbitrary pro- 
cedure, For one thing, it is not possible to complete the outline of the 
second phase of analysis without some discussion of the final phase. 
Even more important, technical policies followed in the second phase 
must be to some extent influenced by our anticipation of the course the 
analysis is likely to pursue prior to its actual termination. The degree of 
transference-resolution practised throughout the second phase, for 
example, must be regulated by our estimates of the time that may be 
necessary to bring the analysis to a successful conclusion. To which it 
may be added that as one of the main aims of this series of lectures is to 
give some form to what, regarded from the dynamic point of view, is a 
formless process, and as we have ventured on a broad classification of 
stages, it is appropriate, before considering variations in technique in 
different cases, to complete the classical outline as observed in the 
psycho-neuroses, on the study of which the classical technique was 
founded. 

Before doing so, however, we may pause to consider whether our 
assumption of a terminal phase is justifiable or whether we are merely 
affixing a plausible label to a procedure which might be described 
more simply as stopping the analysis. Even if we are justified in 
describing an opening and a second phase, can we not simply say that 
all analyses are stopped rather than completed, or, to put it another 
way, that all analyses which proceed beyond the opening phase are 
broken off in the second phase? 

Theoretically as well as practically, much may be said on both sides. 
If, for instance, we accept Sachs’s dictum that the most complete 
analysis does little more than scratch the surface of a continent, it 
is obvious that we might go on scratching this surface without any 
necessity to postulate a final phase. On the other hand, if we maintain 
that during the analysis the patient’s mind embarks on a regression 
which permits the emergence of a transference-neurosis, it is arguable 
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that, unless we are ready to discharge our patients in a state of regres- 
sion, we must provide a ‘terminal period’ during which the mind can 
regain its earlier levels of adaptation, minus of course those 
symptomatic defences which in the first instance brought them to 
treatment. We are entitled, that is to say, to postulate a phase of trans- 
JSerence-weaning and ego re-adaptation which should ideally be initiated 
by analyst and patient acting in concert. 

Granted that in a great number of instances no such obvious 
movement can be detected; that many patients who are said to have 
completed a classical analysis may nevertheless find themselves com- 
pelled to seek re-analysis, usually by a different analyst; further that 
analytical candidates often embark on a training-pilgrimage, passing 
from analyst to analyst over periods that may total as many as fifteen 
years, sometimes longer; and that Freud lent some authority to this 
procedure by recommending that practising analysts should undergo 
refresher-analysis every five years. All this would seem to argue against 
the validity of a final phase in some cases. But it would not invalidate 
the concept of a dynamic terminal phase, certainly in the classical 
psycho-neuroses. 

Perhaps the most practical argument for the validity of the concept 
of a ‘terminal phase’ is to be found in the reactions of certain patients 
to ‘notice of termination’. An anxiety-hysteric may, for example, have 
during the second phase apparently resolved an extensive phobia 
system that has operated continuously for as many as ten years. But no 
sooner do we suggest that the analysis might be terminated, say, in 
three months’ time, than the phobias return in apparently full force, 
and it may actually require six months’ more analysis before the patient 
is finally freed from her symptoms. Jn such cases it is clear that the 
terminal period is specifically concerned with the final reversal of the 
tendency to regression. 

If, however, we may postulate a terminal phase, we must allow 
considerable latitude in estimating its duration. If it takes three weeks 
for a woman to recover from developing a spot on her chin or for a 
man to recover from shaving off his moustache; if it requires two years 
or more for the average resilient person to recoyer from the death of a 
love-object and five years to recover from being jilted, it is not un- 
reasonable to expect that the process of detaching a patient from an 
infantile transference-situation in which he has sojourned usually for 
many months, often for the better part of two years and occasion- 
ally for four years and over, will take some time; and that, during 
this time some characteristic ego- and libido-moyements may be 
expected. j 

On the other hand, it must be admitted that, owing to various 
circumstances, both extrinsic and intrinsic, e.g. psychic resistances, 
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economic factors, the nature of the patient’s emotional milieu, inter- 
current or chronic organic illness or changes of occupation and 
residence, the opportunities of watching a classical analysis to a 
classical termination are much less frequent than is generally supposed. 
Hence, even if we are ready to agree that a terminal phase is inherently 
probable, we shall be well advised to establish its criteria with care, 
and not to insist on recognising it where it clearly does not or cannot 
exist. What is often regarded by the analyst as a perplexing terminal 
Phase may be nothing more or less than a state of protracted working 
through, that is to say a case in which the terminal phase has not yet been 
reached but where the analyst may shortly be faced with a decision as to 
the advisability of initiating it. Such cases, however, should be clearly 
distinguished from that large group in which the analysis, with or 
without some symptomatic improvement, has simply reached stalemate. 

Assuming now that a terminal phase does exist, we must consider 
whether this comes about as a spontaneous movement in analysis or 
whether it is merely a characteristic reaction on the part of the 
patient to a terminal period set either by the analyst or by himself. 
Here again, theoretical arguments can be led on both sides. Assuming 
that the need for illness (primary gain) has been eliminated, it can be 
argued that the need to repeat symptoms in the analysis will automatic- 
ally diminish and the patient himself will be ready to regain his 
freedom from transference-bonds. On the other hand, it can be main- 
tained that once the transference or transference-neurosis has been 
established the secondary gain secured thereby will prevent the 
patient taking any step in the direction of breaking off and so 
necessitate an active decision on the part of the analyst. 

The answers to these and other questions must depend partly on the 
experience and partly on the preconceptions of the individual analyst. 
But, for what it is worth, my own view is that in all cases where a 
typical transference-neurosis develops, a terminal phase is not only an 
essential part of a successful analysis but that, although the responsi- 
bility for giving notice of termination must lie with the analyst, the 
terminal phase in most of these cases is a spontaneous development. It 
is also my opinion that, whether or not a true transference-neurosis 
develops, the process of transference-resolution calls in all cases for a 
terminal period during which characteristic mechanisms make their 
appearance and are analysed secundum artem. Indeed, I would go so far 
as to say that unless a terminal phase has been passed through, it is 
very doubtful whether any case has been Psycho-analysed. It is on 
these central assumptions at any rate that the following outline is 
advanced. 

Before proceeding further it is worth while stressing the funda- 
mental difference between psycho-analysis and other forms of treat- 
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ment either physical or mental. It has often been said that however 
much the physician may be unaware of or ignore transference factors 
in treatment, his patients will nevertheless insist on treating themselyes 
by means of spontaneous transferences. As a matter of fact, every 
physician, whether he knows it or not, exploits transference methods 
and never more whole-heartedly than when he is in a difficulty. But 
even if he is familiar with the working of transferences and exploits 
them with skill, the general physician and of course the non-analytical 
psycho-therapeutist is under no obligation to resolve them. The psycho- 
analyst is faced with a more arduous task: he must utilise, uncover and 
Jinally dissolve the patient’s transferences. And he has no other ultimate 
premium to indicate to the patient than that which can be wrested by 
the latter through more effective adaptation to life. 

Now, while the general practitioner has much to learn from the 
psycho-analyst concerning the handling of his cases, there is one 
particular in which the psycho-analyst would do well to study the 
practitioner’s attitude to intractable but not necessarily incurable 
cases. Although spontaneous transference-factors play an important 
part in the treatment of acute and sub-acute organic disease, their 
existence is seldom recognised; it is mainly in the treatment of chronic 
ailments that the patient’s ‘gain’ mechanisms and negative transfer- 
ences, or the physician’s counter-resistances, are likely to play an 
obvious part. But even when emotional reactions begin to operate 
quite obviously, it seldom occurs to the physician to consider whether 
or not his patient should be cured within a certain time or to search 
his conscience if there is any delay in recovery. He calmly lays the onus 
on the patient and proceeds unruffled with the daily visit. When 
negative therapeutic reactions can no longer be denied and some change 
in policy becomes imperative, the physician does not abandon transfer- 
ence technique: he sends a refractory case for a ‘change’, which is, 
after all, merely experimenting with an altered set of transferences. In 
short, the stability and success of a physician’s private practice depends 
very largely on the maintenance of durable transference-relations 
between himself and his clientele of ‘chronics’. So when the bulk of 
his chronic list have ensconced themselves in an atmosphere of valetu- 
dinarian privilege and have dug themselves securely into domestic or 
social safety, the family doctor is not a whit disturbed but continues to 
dose out the transference in six-ounce bottles, or vaccine ampoules or 
pluriglandular extracts. In other words, he never attempts to dissolve 
the transference. 

On the other hand, the psycho-analyst cannot allow himself to be 
satisfied with alleviation of symptoms. It is true that this alleviation 
is all that the patient has required of him and that in the ordinary 
therapeutic sense he has every reason to be satisfied with it. Experience 
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tells him, however, that in some cases it represents little more than a 
stalemate in the fight for recovery of powers of adaptation. Not only 
so, he is well aware that symptomatic recovery is by no means easy to 
obtain and he therefore tends to become uneasy over what he considers 
to be undue prolongation of the processes of cure, to blame his tech- 
nique when a patient refuses to abandon the gain through illness, or, 
as Freud put it, to melt down his neurotic defences in the heat of the 
transference. 

Now the possibility of technical miscarriages cannot be neglected. 
It would be folly to pretend that the analyst is not as prone to make 
mistakes as any other practitioner. He is indeed much more vulnerable 
in this respect: for, although many mistakes of detail can be rectified 
during the course of an analysis and many others are no less venial and 
transient in consequences than the misguided bluffness of a physician’s 
bedside manner or the hearty practice followed by some surgeons of 
sitting heavily on the beds of patients who have undergone abdominal 
operations, there are occasions when an analysis may be hopelessly 
prejudiced in the first few weeks by adopting attitudes and policies 
which run counter to the patient’s settled prejudices or affective codes. 

Moreover, it is always possible that the case has been wrongly 
selected for analysis, a by no means uncommon practice of enthusiastic 
analysts of all degrees of experience. In the early days when analysis 
was generally limited to the treatment of psycho-neurotic cases or 
when such non-neurotic cases as were selected had an extremely urgent 
‘will-to-recovery’, miscarriages in prognosis and, consequently, in 
recommendations of treatment were comparatively rare. Nowadays the 
situation has changed. The commencing analyst has to cut his teeth on 
some of the most difficult and intractable cases in the medical calendar. 
Unfortunate patients who have revolted against the psychological 
inadequacies of organic medicine, sometimes also of medical psychology, 
usually run the gauntlet of all sorts of treatment by camouflaged 
transference-methods before they arrive, sceptical and dejected, on the 
analyst’s doorstep. Indeed, it is no exaggeration to say that, up to the 
present, legitimate analytic case-material is largely ambushed by the 
wayside. Moreover, the application of analytic methods now covers a 
much wider field than formerly, including, as well as the transference- 
neuroses, many narcissistic neuroses, all sorts of emotional maladapta- 
tions, character peculiarities, sexual and marital disorders and so forth. 

This brings us immediately to another source of confusion regarding 
a terminal phase, one that is mainly subjective in origin. Accustomed 
to watch the development of psycho-analytic theory and technique as 
applicable to the transference-neuroses proper, the analyst has tended 
to look for the same phenomena in the analysis of his other cases. It 
is the old problem of rigidity in outlook, of assuming that because the 


THE TERMINAL PHASE (1) 145 


principles of analysis are the same in all cases, the course of treatment, 
or in other words the patient’s reaction, will follow a classical outline 
in all instances. Whoever handles a psycho-analytical practice in this 
anticipation is doomed to a good deal of disappointment and self- 
questioning. Apart from this, we may recall two of the mechanisms 
described during our examination of counter-transference: first, the 
tendency of the analyst to identify himself with his patient, and second, 
his unconscious reaction of impatience to any thwarting of his thera- 
peutic intention, x 

I have advanced these preliminary considerations in some detail 
because in my experience the problem of how and when to terminate 
an analysis is one which not only exercises the imagination of many 
analytical practitioners but also contributes very largely to his un- 
certainty or even discouragement regarding the therapeutic criteria of 
analysis. It is a problem which has become more acute since the intro- 
duction of some devices of ‘active therapy’, intended to shorten the 
course of treatment in certain instances. The existence of active thera- 
peutic technique is in itself an indication of anxiety on the analyst’s 
part concerning the protracted nature of analytic treatment, and we 
must leave until later any consideration of whether this anxiety is of 
an entirely ‘real’ nature or whether it is stimulated in part by un- 
conscious reactions. In the meantime, we may reassure ourselves 
somewhat by the reminder that prolonged treatment with incalculable 
social and economic consequences is a state of affairs which the general 
practitioner treats with the calm born of great familiarity. Provided 
the psycho-analyst does not confuse legitimate calm with the tran- 
quillity of indifference or ignorance, he may reasonably take a leaf out 
of the general practitioner’s book. 

I should not like to give the impression, however, that in all cases, 
where for some reason or other a full analysis is not possible, the ending 
of analysis is of an abrupt nature, that it simply stops short without 
presenting any of the characteristics of a normal terminal phase. On 
the contrary, in all cases except those where by force of external 
circumstances the analysis is discontinued without notice, we discover 
resistances, regressional movements and attempts to take flight from 
reality, to retreat from newly won positions, which we shall shortly 
have to describe. Indeed, it would appear that there are exceptions to 
the rule I have already hinted at, viz. that the termination of analysis, 
like its initiation, is a step which must be taken by the analyst himself 
to the best of his judgement. One meets with cases where, in spite of a 
somewhat limited term being available, the pressure of circumstances, 
appealing mostly to the necessities of the ego, permit the completion of 
an analysis which, from the point of view of symptom-alleviation, may 
be regarded as effective. And here, although no intervention is made 
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by the analyst, the last few months are found to exhibit specific 
terminal characteristics. 

Indeed, I do not think we could do better than approach the problem 
of the classical termination by considering what happens in those 
analyses which terminate for some extraneous reason. One of the most 
severe cases I ever treated, a drug-addict with slight paranoidal 
trends and a number of distressing anxiety-symptoms, made a slow but 
almost uninterrupted recovery up to a point. His anxiety-symptoms had 
practically disappeared, his attitude to men was changed, his drug 
habit had after fractional deprivation been brought to an absolute 
privation undertaken voluntarily; from being incapable of sustained 
business effort, he had applied himself to the extent of making a small 
fortune; all the prospects, in fact, seemed of the rosiest when at the 
critical moment he was discovered to have a sub-acute form of diabetes. 
This not only interrupted the actual analysis for various intervals but, 
as far as I could see, brought the whole curative process to a standstill. 
Death actually stared him in the face. Here was something which 
apparently justified and in any case exacerbated the anxieties pertain- 
ing to his unresolved castration elements. The economic bargain he 
struck was then something like this: he endeavoured to reanimate the 
old anxiety-symptoms, but was unable to do so satisfactorily, partly 
because of the previous process of resolution, and partly because he had 
a better card up his sleeve. As can be understood, his paranoidal 
tendencies returned to some extent: they had not been subjected to 
the final analysis after drug deprivation. Most illuminating was the 
regressive change in his phantasy-life and in the nature of his trans 
ference, which took on an increasingly infantile colour. Some of these 
regressions were once more amenable to analysis but, as his homosexual 
defences to the positive Oedipus situation had not been completely 
worked through, he could neither regress completely to the mother- 
son position nor permit himself to exploit the homosexual element in 
the transference. So he checkmated further approach by regressing to 
an earlier form of drug addiction, using the hypodermic method 
instead of taking the drug by mouth and employing quantities 
which, although not so large as was his pre-analytic habit, were greater 
than before the deprivation. This was to a certain extent overcome by 
continued analysis, but an exacerbation of organic symptoms followed, 
and the analysis was broken off at this point. 

Another, less eventful, case may serve to illustrate what frequently 
occurs in analytic practice. A male with manifest passive homosexual 
tendencies came to analysis because of certain difficulties in his love- 
relations. As was to be expected, the conflict was quickly transferred to 
the analytic situation where amenability and submissiveness cloaked 
intense hostility-reactions. In course of time his castration-anxiety 
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lessened sufficiently to permit of heterosexual relations of a fairly 
satisfactory kind. Now, the point of immediate interest was that his 
analysis had to be limited by external necessities to the period of one 
year, and at first it seemed likely that apart from any symptomatic 
improvement he would continue the fundamental conflict at the 
transference level, that he would as it were see the thing through 
without loss. In fact, the recovery of memories was practically limited 
to the first half of analysis and the main work was of a reconstructive 
nature. Towards the end of nine months it was possible to bring about 
some conviction about the significance of his transference-struggle, 
but even then it seemed that this would be continued without further 
resolution up to the last moment. This was partly the outcome, but 
nevertheless during the last three months typical terminal reactions 
were shown. Regressive homosexual images and interests returned, 
accompanied by an increase in masturbatory desires and phantasies. 
‘This was an attempt to cancel out what new adaptations had been 
made, but again the main regressive activities were shown at the 
transference level. He tried hard to get me to make various suggestions 
regarding his future mode and conduct of life, the result of which 
would have been not only to defend himself against further adaptation, 
but to keep him in a passive relationship to myself. He also played 
with the idea of continuing his analysis; in short, he unconsciously 
laid plans and made dispositions for safety, and the analysis during the 
last three months, though superficially unaltered, was dynamically 
quite changed. The same interpretative work continued at the transfer- 
ence level, i.e. persistent reconstruction; but concurrently, the change 
in libido-dispositions, regression, etc. had to be made clear up to the last 
day. 

A third example from everyday practice. A passive homosexual man 
with anxiety-symptoms and beating-phantasies came for a limited 
period on account of emotional upset and lack of working capacity. He 
quickly regretted the precipitancy of his decision to be analysed and, 
after preliminary improvement, including freedom from partial 
impotence, he endeavoured to divert the current of his libido into 
extra-analytical channels. Headed off from this, he accentuated his 
transference-manifestations in the negative direction, and took 
advantage of the limited time available to lay plans for the future. 
Whilst amenable to any suggestion of delay in decision, he, like other 
patients, made dispositions for future safety. His ultimate decision 
was not affected, and after observing a suggested period of post- 
analytic delay he married a loye-object who seemed to offer a compro- 
mise between his homosexual and heterosexual requirements. 

My object in bringing forward these examples is to indicate that 
even in so-called incomplete cases the end of analysis has more or less 
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characteristic movements. These are mainly of a regressional order, and 
involve the whole of the analytical material, symptoms, dreams, 
phantasies, transferences and extra-analytical preoccupations and 
activities. On the whole, they are most easily detected in the transfer- 
ence and in extra-analytical plans and activities. The degree of distribu- 
tion in the latter case depends on the extent to which the infantile 
neurosis has been brought into analysis. If, in spite of the limited 
period available, the infantile neurosis has been largely uncovered, 
regressional movements will be exhibited mostly in transference 
manifestations. If, for some reason or another, the transference situa- 
tion has neyer been fully charged or expanded in analysis, the final 
movements will tend to involve reality to a relatively greater extent, 
e.g. the patient will openly toy with ideas of marriage, or with various 
changes in the libidinal miliew to be put into effect when he has 
‘regained freedom’. An interesting compromise is shown where in 
the available time the transference has been expanded and already 
partly analysed; phantasy will then be found to turn to the prospect 
of renewing analysis at some future date. In short, our experience with 
cases which pass through the initial difficulties of analysis but are 
later on discontinued for some external reason or pre-arrangement 
goes to show that characteristic terminal movements exist and that 
we are justified in mapping out roughly a terminal phase. 

Now, in the discussion of the transference-neurosis we limited our- 
selves for practical reasons to a clinical review of the situation and its 
analytic handling. Nevertheless, it is impossible to get the terminal 
phase into proper perspective without some additional reference to the 
dynamics of transference. I have other reasons for taking this course. 
In the discussion of resistance we were forced to regard the transfer- 
ence as a specialised ego-resistance calculated to limit memory, and, 
although in discussing the transference-neurosis we modified this to 
the extent that transference-phenomena also represent material 
which cannot otherwise be remembered, the impression may have 
been created that transference is an exclusively defensive phenomenon. 
Any such view would be out of keeping with the facts. For one reason 
we know that, whilst the transference-neurosis is a situation produced 
artificially in analysis, the phenomena of transference are to be ob- 
served in all human relationships. Even without specific analytical 
observations, we could say from study of general transference- 
relationships that these must be connected with the compulsion to 
repeat. We see, for, instance, how situations are repeated which are 
governed by some earlier principle than the pleasure-principle: how, 
for example, a traumatic situation is repeated over and over and is 
only secondarily modified to satisfy the pleasure-principle. Or how 
emotional attachments are formed of which the outstanding feature 
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is a tendency to quarrel with and then abandon the loye-object. A 
similar tendency has been remarked on in the case of Id-resistances, 
where a set of analytic presentations continues to arise for a con- 
siderable time after the ego-resistances to these presentations have 
been reduced. 

Now the specific factors in the analytic situation which modify the 
»henomena of transference into a transference-neurosis are threefold. 
First of all, the analytic situation itself is especially favourable to the 
development of an infantile attitude; the patient has in one direction 
all the mental security and protection of the analytic room, complete 
ien on the attention of another human being, whilst the censorious 
parental factor is eliminated. Not only so, he is requested to behave in 
a childish way, to lie down on a couch and say everything that is in 
lis mind—a thing no reasonable adult ever does. Within the analytic 
10ur he has to do what he is told without appeal or redress. He has to 
isten to explanations and interpretations of his analytical conduct 
which, however tentatively couched, must in course of summation 
appear like homilies. He is frequently told and generally made to feel 
that he doesn’t know what he is talking about; and if, stung to reprisal, 
‘iticises the analyst, he is informed that he is just projecting self- 
icism. Small wonder indeed that there is such a thing as negative 
transference. 

In the second place the backward drift of the associative process 
eads him to spend prolonged periods recapturing the letter and spirit 
of his early childhood, a process which is reinforced by the analyst who 
inevitably takes a lively interest in his patient’s revival of memories 
and emotions. This is bound in the long run to have the same effect as 
the process of dressage by which subjects of hypnosis are rendered more 
accessible to hypnotic suggestion. But even if there are no elements of 
suggestion in the proceedings, the mere summation of experiences in 
the analytic room inevitably promotes an infantile or at least childlike 
attitude to the analyst, whether that takes the form of amenability or 
of recalcitrance. 

The third factor is more dynamic. Early interpretative work, 
together with the loosening of defences against repressed presenta- 
tions, has set free a varying amount of libidinal cathexis, which im- 
mediately seeks to bind itself in ideas having reference to the analyst. 
But we must remember that in the neurotic patient we have already 
an abnormal intensity of charge. This is due to the fact that, following 
libido-privation, libido has already regressively reanimated unconscious 
phantasy; it has attached itself to different levels of phantasy in accor- 
dance with specific fixations. Indeed the outbreak of the neurosis was 
already a sign that ordinary repression (defence) was inadequate to, 
deal with this hyper-cathexis. So the more effectively we interpret, the 
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greater the charge we attach to ourselves. If we release more libido 
than the mental apparatus is capable of binding, we find all sorts of 
transitory symptoms appearing to deal with the surplus; and when we 
analyse these transitory symptoms we find behind them a transference- 
phantasy. A patient with digestive disturbances will develop nausea 
but it will soon be found that these exacerbations are connected with 
some increase of phantasy relating to the transference, e.g. the convic- 
tion that the analyst is forcing him to accept (swallow) unpalatable 
ideas behind which a fellatio phantasy may well lie. And we need not 
be surprised if at the same time and in order to express his rejection of 
these interpretations he develops intermittent attacks of colitis. 

In short, the main characteristics of the terminal stage are regression, 
increase in transference-phantasy and fixation, and an exacerbation 
of the symptom-picture, either in new directions or along the already 
established lines, all of which lead to an increasing emphasis on 
secondary gain. This may take the form of increased exploitation of 
the original symptoms or an intensified transference situation. The 
emphasis on secondary gain should not, however, be regarded as an 
unfavourable factor since it indicates that the primary gain has 
already been reduced. Secondary gain is also a second line of defence 
during analysis. Having breached the first line, we are in a suitable 
position to tackle this more superficial defence. 

By way of illustration I would refer to the case of the anxiety- 
hysteric whose phobias erupted when, after being jilted, she married 
on the rebound an unsatisfactory husband (pp. 82-5). From the first 
a good deal of the analysis turned on the uncovering of her unconscious 
ambivalence to the husband and to her mother, to whom she had 
retained throughout her adult life an attitude of hostile dependence. 
‘The greatest resistance was opposed to analysis of her emotional develop- 
ment during childhood which had been almost catastrophic in its effects. 
She had been at first neglected and later oppressed by an alcoholic mother 
and still later neglected by an equally alcoholic father. When after 
many difficulties it was possible to reduce some of the more traumatic 
fixations and some of the unconscious homosexual reactions which had 
originally developed as the result of her disappointment with her 
father, the ambivalence of her originally positive transference began 
to emerge. Only then and after many relapses did her phobias begin to 
dwindle. At this point, and, as it happened, prematurely, a notice of 
termination of analysis was given. Immediately the symptoms 
returned and transference regained an exclusively positive form. The 
suggested terminal period had to be abandoned and the process of 
working through recommenced. A second attempt proved more success- 
ful. Although notice of termination was followed by an unusually acute 
period of phobia formation, this was reduced by concentrating atten- 
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tion on the secondary gain extracted not only from the transference 
itself but from the actual satisfactions of the analytic situation which 
offered her an understanding she was unable to obtain in her domestic 
or social life. The first sign that this was being reduced was an outgoing 
of libido towards one or two extra-marital objects whom nevertheless 
she rejected as unsuitable. The final reduction of phobia activity 
coincided with thorough exploration of this ‘secondary gain from 
analysis’. The analysis was then tapered off by a reduction of the 
number oe weekly sessions, a procedure which avoided reactivating her 
fears of a sudden trauma. 

‘The most significant feature of this case was, of course, the mistaken 
conclusion regarding the time of giving notice of termination. This 
raises so many clinical problems that we may justifiably consider them 
in a separate chapter. 


CHAPTER X 


THE TERMINAL PHASE (2) 


E- those who do not believe in the 
existence of special dynamic movements during what I have described 
as the characteristic terminal phase of analysis, and who in consequence 
are obliged to maintain that the end of the analysis is purely a matter 
of giving notice, will be ready to concede that it is difficult to be sure 
when the time is ripe to give this notice. Although it is comparatively 
easy to know when to begin an analysis, the indications for ending it 
are not only far from clear but may be prejudiced by a variety of 
subjective considerations, not excluding the analyst’s reactions, if not 
perhaps directly to the state of his bank balance, at any rate to the 
length of his case list. Admittedly it should not be hard for analysts to 
recognise and counter such significant factors as the desire to complete 
their analyses as rapidly as possible when they are busy; or for those 
less busy to scrutinise the wish to be ‘a little more thorough’ when their 
time-tables show too many vacant spaces, These, however, are not th« 
only sources of subjective error. As has already been suggested, 
analysts vary in diagnostic and prognostic capacity. A mistaken diagnosis 
leads often to a mistaken prognosis; a mistaken prognosis to thera- 
peutic miscarriage. Analysts with a penchant for detecting schizoid 
reactions or depressive systems behind a simple hysteria, or who are 
inclined to suspect that all their obsessional cases are fundamentally 
depressive, schizophrenic or paranoid, can easily convince themselves 
that these cases require a prolonged analysis. And, of course, there are 
analysts to spare, and those not exclusively lay-analysts without 
psychiatric training, who believe that all their cases should be treated 
with what they are pleased to believe is a ‘thorough’ analysis, an 
attitude which perhaps more than any other, brings psycho-analytic 
therapy into disrepute. 

Yet another difficulty lies in the fact that whereas some analysts 
are unable to explain why they come to any conclusion of clinical 
importance and, indeed, are inclined to disapprove of applying 
systematic clinical standards on the ground that any save intuitive 
criteria are suspect, others again maintain that the progress of analysis 
should be governed at every stage of the process by well-defined clinical 
criteria. Although I am ready to agree that ‘intuitive’ assessments 
play a part in diagnosis, prognosis and treatment of mental disorders, I 
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must confess that I distrust profoundly the judgement of those who 
are unable to produce on demand good clinical reasons on which to 
support or reject their intuitions. Indeed, I maintain that a prerequi- 
site of success in practice is a capacity for good clinical judgement and 
an ability to extend the factors on which any given judgement is 
based. 

Let us admit, however, that, when arriving at a prognosis or 
assessing the state of treatment, the analyst must be guided by criteria 
which are more broadly based than those of the organic physician or 
general psycho-therapeutist. When a general practitioner treats a 
woman suffering from neuritis which he regards as of toxic origin, he 
is usually satisfied if the neuritis disappears. A more exacting colleague 
would probably be satisfied only when he had located and eliminated 
some alleged sources of toxaemia. But having done so, he would 
consider his task accomplished. And he would probably treat a subse- 
quent amenorrhoea on its organic merits as a distinct ailment; but 
if, later on, the lady developed hysterical seizures and still later sought 
for divorce it would not occur to the physicians concerned that they 
had been guilty of professional negligence. Yet this possible sequence 
of events could have been predicted with ease by any diagnostician 
who could relate an anxiety-neurosis or psycho-somatic state, together 
with anxiety hysteria, to impotence on the part of the husband. In 
other words, the physician is rarely disposed to take a long-term view 
of his case. Similarly, an empirical medical psychologist who by one 
means or another had eliminated some hysterical phobias of acute 
onset might not feel particularly concerned if in the after-history it 
transpired that the patient had developed a mild depression or taken 
to drink. Most likely he would not even hear of these later develop- 
ments, since the follow-up of psychological treatment has been till now 
more honoured in the breach than in the observance. We need not 
pursue this matter further; we may assume with confidence that the 
criterta for terminating analysis cannot be limited to symtomatic 
considerations. 

Needless to say, this generalisation should not be construed as a 
licence to neglect symptomatic criteria. One cannot but be concerned 
by the apparent placidity with which some analysts will remark that 
a certain case has been ‘greatly improved’ by analysis, although in 
fact the original symptoms remain unresolved. The patient may indeed 
have been greatly improved in some other, frequently social, respects; 
but he did not embark on analysis in order to secure these charactero- 
logical benefits. And, except in those cases where grave extrinsic 
factors have prejudiced recovery, we are entitled to assume either that 
the analyst’s diagnosis was inaccurate or that his prognosis was faulty. 
With these essential reservations we may proceed to consider what 
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part the symptom picture plays in arriving at a decision to terminate 
analysis. 

Now, by the time we begin to canvass possibilities of terminating 
analysis, we should already have gathered a good deal of information 
regarding the patient’s symptomatic responses. We know, or should 
know, what exactly was the symptom-picture on consultation and what 
improvements have occurred under the first impetus of analysis. 
Moreover, during the transference-neurosis, or, if no obvious transfer- 
ence-neurosis has developed, during the second stage of analysis, we 
are accustomed to every variety of change in the symptom-picture, 
improvement alternating with exacerbation, old symptom-formations 
giving place to new, or transitory symptom-formations appearing in 
great variety. Each of these changes has to be valued in accordance 
with the analytic situation at the time, and compared with some other 
observations to which we will refer later. However, we might single 
out here some significant changes in the symptom-picture which can 
be observed in the analysis of certain types of case and which, although 
not in the descriptive sense signs of improvement, are nevertheless 
indications that the original symptom-formation is beginning to 
crumble, In the analysis of depressive cases, we may note the em erg- 
ence of obsessional symptoms, in obsessional cases the appearance of 
anxiety-attacks or conversion symptoms; in hysteria we may observe 
that a seemingly unhibited psychosexual life has been temporarily 
obstructed by varying degrees of impotence or frigidity. In perver- 
sions, criminal and character cases we may find that either obsessional 
or anxiety symptoms appear. Apropos we must pay particular attention 
to any regressive symptoms, and in the case of mild disturbances 
suggestive of some psychotic mechanism, consider how far we shall 
be able to cope with them. The appearance of a depression may, for 
example, be of favourable import or it may indicate that the neurotic 
superstructure is acting as a coyer to psychotic mechanisms. Attitudes 
of suspicion, sensitiveness to observation, transference-reactions of 
delusional strength, hallucinatory types of association have all to be 
yalued in this connection. 

But to return to the assessment of symptoms: we have our own esti- 
mate of the symptom-picture as it has been presented to us during 
consultation or as it has unfolded itself during the first phase of analysis. 
I take it that we have already drawn some legitimate deductions about 
the depth of fixations and the extent of regressions, which haye soon 
after been checked by observation of analytic material. So we are in a 
position to value whatever changes in that picture occur during 
analysis. We have kept a rough tally of the incidence of transitory 
symptoms, their frequency, intensity or specific quality; and, in the 
later part of the transference-neurosis, ie. when we have been 
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satisfied that the transference-neurosis shows no very obvious gap in 
transference-dramatisation, we have kept a sharp outlook for signs of 
affective drainage of symptoms. What is true of analytic manifestations 
in general applies also to changes in the symptom-picture, viz. that the 
most important indications are by no means the most obvious. In fact, 
we often wake up to find that only the husk of symptom-formation is 
before us. But, as I have said, we do not depend on this symptom- 
assessment alone; in fact, if we went by that sole indication we should 
often find that the patient could snatch success from our hands. And 
in any case, we must be prepared for reactivation of symptoms in the 
final regression. The indications I have presented here are typical of 
the method whereby we can arrive at some conclusion about termina- 
tion. 

The fact that symptoms may persist for a time after their charge 
has been exhausted at once raises a most important problem, viz. by 
what means may we legitimately test the strength of symptom- 


formations. 


One patient may in answer to a casual query inform us that his 
symptoms have not bothered him for some months: another will tell 
us that no sooner does he attempt any unusual activity than symptoms 
which had already disappeared return in even greater strength. And it 
is clear that unless we apply some kind of test, we must be content to 
wait until we are convinced that the symptoms have finally disappeared. 
This raises further the question of imposing abstinence rules or other 
forms of ‘active therapy’ as a kind of test, a question we are not yet 
ready to answer: in the meantime I will merely indicate that the most 
commonly accepted of these measures comprise (1) general disposi- 
tions to prevent libido-leakage, and (2) measures whereby phobia cases 
at certain points are induced to face their morbid anxieties. The whole 
subject of ‘active’ technique will be considered in a later chapter. 


Leaving these questions unanswered for the moment, and proceed- 
ing on the assumptions that comparatively few cases manifest con- 
tinuous and progressive improvement, that in some instances the first 
sign of improvement is a variation in the symptom-picture, that in 
fact symptom-assessment is merely one confirmatory measure among 
many possible, we must now consider what other criteria exist on the 
strength of which we can legitimately decide to initiate the terminal 
phase of analysis. And here the questions arise: do terminal criteria 
depend solely on the reactions manifested by the patient or are they 
determined to some extent by the limitations of the technique of 
analysis ? 

It must be admitted that little agreement exists on these points. 
Despite a natural tendency to base our standards mainly on the state 
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of the patient, there is some justification for giving priority to the 
limitations of the technique itself. For even if we assume for the sake 
of argument that the diagnosis and prognosis originally arrived at in 
any given case were reasonably accurate, so many factors may upset 
our calculations during the analysis that we are well advised to revise 
from time to time our preliminary estimates, in other words, to con- 
sider from time to time whether we have reached the limit of psycho- 
analytical influence. If we believe that this limit has been reached it is 
our duty to terminate the analysis as soon as possible. Neglect to do so 
would not only lead in most cases to a state of stalemate but amount to 
professional laxity. The habit of continuing a refractory analysis in 
the vague and unchartered hope that it may ‘turn out right in the long 
run’ is not only bad for the patient but ruinous to the analyst’s 
technique. If, despite the most zealous efforts on the part of the analyst, 
the patient’s analysis appears to be approaching stalemate, the sooner 
this fact is recognised and the analysis brought to a termination the 
better for all concerned. In all cases, therefore, our first concern must 
be to apply a technical criterion for termination, viz. the limits of 
analytic influence. 

In case of misunderstanding I would remind you that throughout 
this discussion we are assuming that the analysis has been undertaken 
in order to effect a cure, that, in fact, the patient has been selected as 
suitable for full analysis and that, therefore, the treatment is likely 
to follow a roughly standard pattern. It would scarcely be fair to apply 
these standards to cases where from the beginning the most that could 
be expected would be an amelioration of symptoms or an improvement 
in the patient’s working capacity, or even just the maintenance of his 
existing condition. Many results may be regarded as satisfactory when, 
by preserving the status quo, a major or permanent breakdown is 
avoided. When considering these exceptional cases we shall see that 
very different criteria for ending or interrupting analysis must be 
applied. What we are now considering is the terminal situation in cases 
where the analyst has embarked on analysis with the object and 
expectation of effecting a cure. 

In order to expand more fully the nature of technical criteria we must 
return again to the study of the “transference-neurosis’. As you may 
remember, transference manifestations have to be considered from 
two main aspects (1) in so far as they enable us to recognise or recon- 
struct infantile instinctual development, and (2) in so far as the 
transference-resistances enable us to recognise or reconstruct the 
infantile ego’s defensive reactions against these impulses. The infantile 
relation with the analyst who is identified with parental and other 
imagos enables us to recognise, or reconstruct stages before or during 
which the child masters his Oedipus conflict by introjecting parental 
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imagos in the decisive mould of the super-ego. The patient in fact makes 
a new regression during analysis throughout which the analyst is 
identified by the patient with his own super-ego. Therapeutically 
this identification is in some ways a satisfactory development. Owing 
to the close emotional relation to a substitute parental imago who does 
not behave or react in the same way as did the actual parents, a fresh 
or additional introjection takes place which either modifies the original 
parental introjection or corrects its more primitive and excessive 
function. This fresh introjection is effected by means of the infantile 
energies and mechanisms that have been freedin the analyticregression. 

On the other hand this new regressive situation can be exploited by 
the patient as a means of defence. By means of this identification he is 
able to turn on the analyst with some at least of the hostility with 
which he once reacted to his parents; he criticises his parents (through 
the analyst), and in so doing disguises the fact that he is at the same 
time projecting on the analyst criticism of his own infantile short- 
comings. At this point he is playing the part of super-ego to the analyst 
who represents for the time the patient’s ego. Thus he is actually 
dramatising a regression; the analyst is for him no longer a neutral 
object, but part of himself. The patient has for the time being defeated 
analysis by narcissistic regression. The analyst cannot, however, enter 
into this new arrangement. He can neither satisfy the patient’s 
infantile instinctual demands nor can he permit the patient to turn 
the tables on him by a permanent narcissistic regression. If he took 
the former course, even if only by abandoning interpretation in favour 
of an advisory rôle, his patient’s improvement would depend on the 
maintenance of this personal relation: if on the other hand he per- 
mitted the defensive regression to become permanent the analysis 
could only be broken off in a negative phase. The analyst must in fact 
analyse from both instinctual and ego aspects the positive and negative 
manifestations of the transference. 

These changes in the analytic situation are perhaps the easiest of all 
analytic manifestations for the analyst to observe, although the most 
difficult for the patient to grasp. I have recapitulated them here in 
order to make clear what exactly the analytical technique must effect 
before we can regard the analysis as in the true sense ‘complete’. We 
have in fact established a crucial test of analytic progress, a test the 
conditions of which, ideally speaking, should be fulfilled before we 
indicate the desirability of terminating the analysis. The success of the 
analysis depends on.the degree in which we have fulfilled the twofold 
requirements of transference-analysis, i.e. Id-analysts and ego-analysis 
(including here the analysis of super-ego manifestations). From this 
generalisation it follows that when we have carried Id and ego (super- 
ego) analysis as far as we can, we have reached the limits of analytic 
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influence. If the result is successful, good and well: but if it is not, we 
must recognise that we are at the end of our analytic tether and 
take steps to terminate the analysis. We must also recognise that if we 
persist in retaining the patient in an ‘analytic’ situation, we are now 
dealing with an ‘unanalysable’ patient, that in fact we are no longer 
‘analysing’ the patient but gambling on the chance that the continuing 
transference is positive enough to secure him some additional ameliora- 
tion. And this is seldom the case. More frequently the positive transfer- 
ence is gradually neutralised by a negative transference which finally 
predominates. We have in fact reached stalemate. 

Let us assume, however, that the case is progressing favourably, We 
must then bear in mind that both of the requirements indicated are 
difficult to fulfil, especially the analysis of archaic instinctual demands 
and primitive ego-reactions to frustration. It is possible that our 
familiarity with unconscious phantasy products makes us regard the 
former as being easier to resolve than later pathogenic ego-formations. 
It is certainly easy to start direct interpretation of infantile libidinal 
demands or infantile aggressive reactions to frustration and we can 
carry it a stage further at the beginning of the transference-neurosis. 
But this is not enough: our interpretations must be both deep and 
exhaustive. Take, for example, infantile sexual theories: we cannot 
rest until we are reasonably certain that we have exhausted these 
theories and linked them up with the most primitive forms of in- 
stinctual expression. Even then our work is only half done; no analysis 
is ready for classical termination until ego-analysis is far advanced. The 
patient must have made the regressive identification of analyst with 
super-ego and ego: he must have worked it through and he must, 
abating his demands on analytic protection, be ready to permit a 
modified super-ego to function in his own mind. When the analyst 

feels that these conditions have been satisfactorily approximated to, he 
may, judging the tempo of the patient’s mental adaptation, indicate that 
the time is approaching Jor the termination of analysis. He is thereby 
giving warning of the approaching test of his labours, viz. the way 
in which the patient will stand libido-weaning; and he will not be 
surprised when even this preliminary hint arouses a storm of resistance, 
accompanied by regressive reactions and (or) exacerbation of symptoms. 

Before leaving this subject to deal with further practical considera- 
tions, let me take this Opportunity of answering more fully a question 
frequently and somewhat anxiously propounded, ‘What happens if 
one neglects to analyse the transference adequately ?’ Primarily, of 
course, it depends on the stage of the patient’s fixation and the 
accentuation of positive or negative elements of the transference. If the 
negative elements are accentuated it will mean, sooner or later, the 
permanent rupture of analytic relations: if the positive elements 
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predominate it will mean an analysis ended in the second stage to be 
followed by exploitation of various devices for maintaining an extra- 
analytical transference, e.g. correspondence or occasional interviews. 
In both instances, be it noted, there may be a considerable amount of 
permanent improvement proportionate to the amount of really effective 
libido- and ego-analysis. The case breaking off in a positive attitude 
will probably laud the analyst to the skies and send him vicarious 
sacrifices of new patients; this is a reaction commonly observed in 
those analytical candidates whose admiration of their analyst is as 
strong as their analysis is lengthy. The case breaking offin a negative 
phase may be very much better than before, but will return thanks 
for this amount of permanent improyement by sending cases to other 
analysts. This is also to be observed with analytical candidates. 

Needless to say, this technical criterion cannot always be applied. 
Many analyses are brought to an end by the patient as soon as he has 
obtained symptomatic improvement; others are terminated because of 
extrinsic factors, economic, occupational and the like; others again 
because the analysis passes into a state of stagnation. In any case it is 
desirable to have as much confirmatory evidence as possible, in order 
to prevent any miscarriages of judgement due to impatience or bore- 
dom or optimism on the analyst’s part. There can be no question that 
some safeguards are essential, and fortunately the nature of analysis 
makes it easy to establish these. As has been frequently emphasised, 
analysis is a dynamic situation charged with instinctual energy, and 
consequently includes within its scope a wide range of dynamic 
reactions. Moreover, at all points in analysis we are very chary of 
proceeding on the strength of a single series of reactions. For example, 
when we recognise a characteristic theme illustrated in the associative 
material, we are always on the alert to check this in various ways. We 
note the usual association signs, slips, pauses, reactions, etc.; if we have 
dream-material to analyse, we observe this very carefully to see if it 
tallies with or opposes the conscious drift; we examine the transference 
relationship to see what particular personal reactions accompany this 
drift; we are interested to hear what sort of current social reactions 
are being manifested; in fact we get into the habit of assembling data 
from every possible quarter. We must therefore consider now what 
clinical standards exist other than signs of symptomatic improvement 
to indicate that the time is ripe for termination. 


Among the most important of these confirmatory data comes the 
nature of dream reactions to treatment. From time to time during the 
analysis, the more frequently when a true transference-neurosis has 
developed, ‘review dreams’ occur, some of the manifest content of 
which can be readily interpreted as an assessment of the patient’s 
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progress in overcoming his difficulties. An obsessional neurotic with a 
marked unconscious passive homosexual fixation to his father dreams 
that he meets his father going on holiday, pats him on the shoulder and 
says ‘Now I can go off for my holiday’. This was a first definite sign that 
he was approaching a spontaneous terminal phase. In anxiety-hysteria, 
the first sign of permanent improvement may be the rapidity with 
which a dream anxiety is overcome rather than denied. A case 
presenting anxiety-dreams of falling off a roof will report that on the 
last occasion he found he had only a few feet to fall or that his toes 
touched the ground almost immediately. Or following the technique of 
the ‘dream-pair’, an anxiety dream is followed by one in which the 
situation is repeated without anxiety. These changes can be more 
closely studied when the patient is subject to recurrent dreams. An 
anxiety-hysteric dreamed constantly during her acute phobiac 
attacks of being surrounded by a circle of masks. During periods of 
panic the faces had without exception a hostile and menacing expres- 
sion. During periods of improvement a few of the masks were more 
friendly; and as her symptoms gradually disappeared the number of 
friendly masks increased. As soon as they remained predominantly 
friendly, and in spite of the fact that her symptoms had not yet been 
completely resolved, I indicated that we would aim at terminat ing the 
analysis in four months’ time. The manœuvre proved successful. 
Similarly, when a drug addict, who throughout his life had recurring 
dreams of being chased by several gigantic and terrible bulls, reported 
after a considerable interval that the bulls were now simply ordinary 
bulls, I came to the conclusion that he could endure a final abstinence. 
When a impotent patient with recurrent motor-car dreams began to 
report consistently that he could now engage gears without much 
difficulty and that the cars no longer shrank to small proportions when 
he sought to drive them, I decided to terminate the analysis, in spite 
of the fact that he had not yet had any opportunity of proving his 
sexual potency. 

These are of course rather obvious examples. In the average case 
the dream manifestations are much more indirect. By way of practice 
in this later dream-assessment, I would strongly recommend study of 
the relation between dreams and the analytic situation in the first 
phase of analysis. At this stage we have done little or nothing to disturb 
the picture by interpretation, and we are often able to follow for a 
few months the constant reflection of dream situations in analysis and 
the manipulation of the manifest content of dreams to include analytic 
reactions. The subject is one which deseryes more detailed considera- 
tion, but we may leave it for the present with the general remarks: 
(1) that we are legitimately influenced by dream-material in consider- 
ing the termination of analysis, (2) that in difficult second stages we 
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can confirm the existence of transference regressions by reference to 
dream-material, and (3) that where we are in doubt about the patient’s 
capacity to stand further analysis, i.e. in narcissistic neuroses, the 
dreams will give us timely hints of approaching difficulty. 

It is an easy step from the consideration of dreams to that of screen- 
memories. In the earlier stages of analysis we are given a selection of 
memories of childhood, some of which begin to assume increasing 
importance. They are frequently recalled, but as a rule their content 
does not seem to justify constant recapitulation. I say ‘as a rule’, because 
on occasion we find traumatic events acting as screens for earlier 
experiences and phantasies. The point is, however, that as analysis 
continues these screen-memories begin to expand and take shape like 
Japanese flowers in a glass of water. One patient constantly recalls the 
vague outline of a cupboard and later associates it with a punishment of 
some sort; still later it transpires that the punishment was for a 
sexual offence against a younger sister carried out inside a wardrobe; 
gradually all the details are expanded, but the cupboard keeps coming 
back, partly connected with homosexual phantasies, but ultimately as 
a cover for earlier experiences with an elder sister, behind which again 
are open incest phantasies. Another patient constantly visualises a 
mysterious couch. In time this screen-picture expands into a kaleido- 
scopic image of numerous couches; some of these can be distinguished 
and dated as real memories, associated with a network of phantasy, 
whilst others simply function as shorthand for unconscious phantasy. 
Each one of these elements has to be examined and interpreted before 
the couch picture finally decomposes and vanishes like the Cheshire cat, 
A third patient retains a vivid memory of seeing a pig killed, and in 
due course a multitude of pig memories haye to be disentangled, a 
process which leads to the discovery of a delusion of having been born 
a castrated pig, i.e. an intrauterine incest phantasy. When the pig 
images faded out the question immediately arose whether or not the 
main therapeutic object of the analysis was about to be attained. 
Naturally such an assessment depends on the existence of a nuclear 
conflict behind the neurosis and is therefore found most commonly in 
anxiety-hysteria, and, although less frequently, in obsessional neuroses; 
but it can often be used with accuracy in the analysis of depressive 
states. It is also useful in schizoid character cases where ideas that 
would otherwise reach delusional intensity are encapsulated in dreams, 
Any important reduction in a repetitive dream nexus can be regarded 
as of favourable import. 

Closely connected with the subject of screen-memories and their 
elaboration is the expansion of infantile sexual theories and the relation 
of this expansion to the traumatic effect of primal-scene memories or 
phantasies. For it should be realised that the more fully infantile 
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sexual theories and phases of development are uncovered, the less 
cover is afforded the unconscious gratification of incest wishes through 
phantasies of primal scenes. But, it may be asked, how does one know 
when a survey is sufficiently exhaustive? Theoretically, of course, it 
is an easy matter to estimate this. We have already full enough 
knowledge of the various infantile components to judge as to the 
degree of existing repression in any one case. It is not hard to observe 
that representations of some components, e.g. anal-erotic phantasies, 
are conspicuous by their absence. And with increasing experience less 
obvious lacunae can be detected. But of course the real test is the 
degree of the patient’s resistance. The point is that where a full 
expansion has taken place we can regard this state of affairs as an indica- 
tion for termination. 

Proceeding on these lines it is easy to indicate other varieties of 
confirmatory data. Closely associated with the symptom-picture and 
often following a parallel course both before and during treatment are 
various disorders of psycho-sexual activity, of working capacity and of 
social adaptation. Assessment of changes in these directions is of 
course subject to the same qualifications as applies to symptomatic 
improvement, viz. that they must be considered in conjunction with 
other observations. We know that, like symptoms, various psycho- 
sexual inhibitions, working incapacities and social maladaptations can 
be played off against the analyst’s endeavours to complete the analysis. 
Even a nagging marriage can act as an effective analytic leakage and 
tie up older emotional crises to reality moorings. On the other hand, 
it can on occasion provide the basis of an accurate therapeutic asses- 
ment. Disappearance of mild impotence or frigidity or of slight 
sexual aversion is often the first sign of radical improvement. Spon- 
taneous increase in working capacity can also be a sign of improvement 
although in more difficult cases any attempt to return to work is liable 
to provoke exacerbation. Less obtrusive but often more significant are 
the changes in social reactions, which can often be observed in the 
analysis, and echoes of which are often heard in the reports of the 
patient’s friends, employers, etc. An alcoholic at first enters the room 
in a shrinking, suspicious and furtive manner, and only gradually will 
you observe that he is beginning to march in boldly; or you will learn 
by accident that he has for the first time in his life been able to take 
an independent attitude to some authoritative person of the same sex. 
Incidentally, you would not necessarily conclude in the latter event 
that his analysis was approaching its termination. You would expect 
to find that after his external change, his transference-resistances 
would increase, e.g. that there would be a recrudescence of furtiveness 
associated with yourself. But, if you had worked through this transfer- 
ence repetition and reduced the second furtiveness, you would be 


THE TERMINAL PHASE (2) 161 


quite entitled to include this change amongst the legitimate observa- 
tions having some bearing on the termination of analysis. 

On occasion apparently trivial indications are of the utmost signifi- 
cance. A drug-addict with a strong and largely passive unconscious 
homosexual fixation, who had constantly equated drugs and certain 
tabooed foods with sexual substances, reported one day in a mild state 
of euphoria that on the previous evening he had eaten oysters for the 
first time in his life. Within a week he had an orgy of eating Gorgonzola 
cheese. Shortly afterwards I concluded that he could undergo his final 
drug abstinence. This was successfully achieved. Then followed a 
stage of bulemia during which he consumed huge quantities of highly 
seasoned soups, high game and spiced sayouries. When under further 
analysis this abated, I decided to terminate treatment. On parting 
he gravely thanked me for having ‘taught him’ to eat oysters, 
Gorgonzola cheese and gentleman’s relish, a touching if somewhat 
derogatory expression of his relief from unconscious homosexual 
tension, to say nothing of the burden of continued analysis. 

To cut a long story short, these are a few samples of the safeguards 
in our possession by which we can correct a too sanguine view of the 
progress of analysis. Incidentally, they also function as safeguards to 
prevent our being held up by repetitive phenomena. A case of frigidity 
may still continue to harp on the theme of ‘female castration’, but 
if we find that her genital sensations have changed from occasional 
rending pains to pleasurable erotic sensations (often experienced first 
in dreams), we are entitled to take a different view of her case than 
formerly. We shall then watch rather carefully the extent of her 
reactions at the next menstrual period in order to check this observa- 
tion. What I want to emphasise more particularly here is our attitude 
to the situation as a whole. During the greater part of analysis we are 
busy with actual analytic work, but without knowing it we are 
mobilising impressions. When we decide to recommend analysis, we 
consciously mobilise the impressions gained not only during the actual 
consultation but throughout previous consultations with similar cases; 
and when we decide to terminate the analysis we again review the 
situation on the basis of all previous impressions, plus the immediate 
impressions formed during the analysis in question. 

But, as with recommendations to commence analysis, we do not when 
terminating an analysis, commit ourselves about time-factors con- 
cerning which we are uncertain. On consultation, when we are in 
doubt about the suitability of a case but are inclined on balance to take 
a favourable view, we usually recommend a short probationary period 
of analytic observation, varying from three to six weeks; and this 
attitude of caution is even more essential when terminating analysis. 
It is difficult to lay down binding rules on this point. There are usually 
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two sorts of situation to meet. One is comparatively simple. We suggest 
at some appropriate time that it will not be necessary to carry on the 
analysis very much longer. The patient, without going into the 
matter further, immediately reacts to this hint, and we have an oppor- 
tunity in the next few weeks of testing the actual strength of the 
regression. If at the end of that time we hold to our original opinion, 
we set a period for termination. If we find cause to change our opinion, 
we have not been committed to an arbitrary period. On the other hand, 
the patient may immediately ask us for actual dates, in which case we 
can reasonably promise him an actual decision within a given period. 
In either instance, the patient will at once set to work to prove that he 
is unable to exist without analysis; but if we have given ourselves a 
margin for observation, we have time to make a reasonable decision as 
to the amount of ‘playing up’ manifested. In either case we are in a 
better position than if we had set an arbitrary period forthwith. 
Having then given our preliminary hint, or suggested the necessity 
for a decision in the near future, the time passes and we are faced with 
indicating the actual period. How is this period determined? Well, 
first of all, what do we expect to happen in this terminal phase? 
Briefly, we expect to initiate a phase of libido-weaning, a phase during 
which the ego will have to learn to take over direct control of instinctual 
life; we expect that regressive symptoms will present themselves and 
that the ego will regress to still earlier levels. The threatened analytic 
separation will reactivate the oldest of all danger situations, separation 
from the mother, and the ego will go to any length it can to cancel out 
this threat of danger. So we shall expect anxiety-symptoms and phanta- 
sies of the intra-uterine type. These symptoms will have to be examined 
and these regressions reversed before the terminal stage is complete. 
How long will this process take? Now the rule here is that there is no 
rule. We have to depend entirely on our knowledge of the particular 
patient and his analytic tempo. But we have in fact quite a lot of 
information on this point. We know how long the initial phase has 
lasted, i.e. from the commencement of analysis up to the time when 
we were certan that the transference-neurosis commenced; we know 
what period elapsed before the first improvement of symptoms was 
manifested, how long before the exacerbations of symptoms occurred, 
how long it took to deal with these exacerbations. We know how long 
the transference-neurosis lasted, how long it took to produce effective 
reconstruction, and how long it took to master the regressive phase of 
super-ego identification. Moreover, we have doubtless had many 
opportunities of observing how long it took the patient to liquidate 
current traumatic experiences. So we really ought to be able to 
estimate with reasonable accuracy the necessary duration of the termi- 
nal phase. The error, if any, is usually on the side of suggesting too 
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short a period, so that it is well not to underestimate but rather to add 
a margin to our reasonably based expectations. In any case, I should 
suggest that at the least an interval of three months be allowed, and 
this mostly for anxiety cases. Certain obsessionals may need at least 
six to nine months or over, and a narcissistic neurosis may require a 
year’s foreknowledge that the analysis is definitely going to terminate, 
If for one reason or another your confidence should fail you at this 
point, I can do no more than recommend again a study of the duration 
of some intractable organic disorders. 

It will have occurred to you that up to now the whole of our 
attention has been turned to the preliminaries of the terminal phase. 
We have actually spent little or no time discussing the handling of the 
terminal phase. I trust, however, that in describing the processes 
whereby we arrive at a decision we have at the same time indicated 
what part we shall have to play in the actual phase. We shall continue 
to apply the usual analytical rules and technique of interpretation, 
but we shall be on the outlook for different movements within the 
phase. For example, it is evident from the considerations we have 
brought forward that whilst the transference-neurosis is for purposes 
of convenience described as the second phase it is bound to overlap 
through a considerable portion of the final phase. Indeed, it is obviously 
impossible to complete the examination of the transference-neurosis 
until we have applied the touchstone of the terminal decision. In our 
earlier analysis of the narcissistic regression occurring during the 
transference-neurosis, we have been actively engaged in preparing the 
ground for the dissolution of the transference, and we must complete 
this work within the indicated period. But, as I have suggested, when 
we announce the termination we do not at first accelerate this process 
of dissolution; on the contrary, we bring about an accentuation of the 
regression, driving the patient back to levels which are not capable of 
direct recovery. We may see our patients reduced to making inarticulate 
noises, beating the couch, crimping their toes and making unco- 
ordinated movements. These we shall deal with by transference- 
reconstruction. When this stage has been overcome we shall be on the 
outlook for plans and dispositions relating to future libido and ego 
obligations. These too we shall analyse in the same regressional sense, 
but the final precaution will only be suggested when the actual analysis 
has reached its termination. Remembering that the process of ego- 
adaptation will continue its impetus through a varying post-analytic 
period, we shall at the end of analysis point out the advisability of 
continuing to observe voluntarily one of the recommendations we may 
have been compelled to make to the patient earlier in the analysis; we 
may recommend that he should not embark on important libidinal 
commitments or any unsuitable sublimations until the lapse of an 


164 TECHNIQUE OF PSYCHO-ANALYSIS 


optimum interval. How prolonged that interval should be is a matter 
for individual judgement, but I would again suggest a minimum 
period of three months for simpler cases. 


On previous occasions I have suggested that whilst stages in analysis 
are useful concepts they must not be taken too formally. We are now 
able to say that there are only two occasions when we may act on the 
hypothesis of stages with relative certainty; the first is when we arrange 
for the commencement of analysis, and the second when we decide to 
initiate the terminal phase. On both of these occasions our own judge- 
ment is at stake. It is only in the classical forms of unmixed transfer- 
ence neurosis that we have any opportunity of observing the more 
definite outlines of different stages. Even then, particularly with 
obsessional cases, the amount of overlapping is quite considerable. 
Hence I do not lay much stress on the practical value of affixing 
descriptive labels. I do not think it is important whether we call the 
latter part of analysis ego-education or libido-weaning: for one reason, 
at all stages of analysis both processes are operative. I do think it is 
important, however, that we should not indulge in or aspire to 
meticulous placing of patients in accordance with predetermined 
stages, but that, with an eye to the elasticity of mental mechanisms, 
we should at all points in the analysis deal with immediate situations 
with a mind as free as possible from preconceptions about some ideal 
course. The policy to be followed in terminating analysis can therefore 
be stated in the simplest practical terms. To the very end we continue 
the analytical process. On the very Jirst session we laid down the 
association rule and this remains in force to the last minute of the last 
session. 


CHAPTER XI 


ACTIVE TECHNIQUE 


H- completed a rough outline of stages 
in the therapeutic process of analysis, it would seem reasonable at this 
point to review its particular course in different groups of mental 
disorder, indicating in what respects the technique is uniform and in 
what respects it is influenced by variations in the clinical picture. 
Following this plan it would be logical to postpone discussion of any 
special techniques involving fundamental changes in the principles of 
psycho-analytic therapy until we come to consider those exceptional 
cases in which they appear to be called for. 

There are a number of reasons why this course is undesirable. In 
the first place it presupposes that, apart from modifications suitable to 
different clinical types, all analyses proceed strictly according to a 
preordained plan, namely, that the patient follows or tries to follow the 
laws of free association, and that the analyst follows or tries to follow 
the laws of interpretation, maintaining throughout an attitude of 
neutrality. This, however, is far from being the case. Even in such 
fundamental matters as the interpretation of dreams, analysts, al- 
though on the whole following the same lines of interpretation, vary 
widely as to the point of application of dream analysis. Influenced no 
doubt by Freud’s dictum that dream-interpretation is the royal road 
to the unconscious, some analysts quite frankly give preference to 
dream-analysis. Either explicitly or implicitly they encourage the 
patient to begin each session by communicating the dreams of the 
night before. These they proceed to analyse fragment by fragment, 
using the association technique only as a means to the immediate end 
of dream-analysis. In so doing they are in one sense violating their own 
laws of free association. And naturally these are copious dreamers, who, 
having grasped the defensive possibilities of the situation, succeed in 
playing out the session without any true associative effort. 

This question of yariation in technique within the framework of 
accepted analytic principles will be considered later under various 
clinical headings. In the meantime we may note that even in so-called 
classical analysis of the psycho-neuroses, the approach of different 
analysts varies not only in numerous points of detail but also on many 
important points of policy. 

Moreover, as we have seen when discussing terminal phases, 
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occasions may arise during the analysis even of a simple anxiety- 
hysteria, when we have to consider expedients which are for the time 
being a confession of failure of the purely expectant technique. If, for 
example, we find ourselves compelled to direct patients to oppose their 
phobias or obsessions, we must at least admit not only that in this 
particular respect we are abandoning the classical expectant technique 
but also that we are engaging for the time being in transference- 
therapy, i.e. exploiting the transference rather than analysing it. 
Active technique, as it is called, may or may not be justifiable empiric- 
ally; but we should not pretend that it is purely analytical. At the 
very least we should know what we are doing, why we are doing it 
and what effect the procedure is going to have on the subsequent 
course of the analysis. In short before embarking on the analysis of 
the simplest case we ought to know what steps we are going to take if 
and when the patient fails to respond to our standard technique. 

This problem of ‘active’ as distinct from ‘expectant’ technique has 
exercised the minds of analysts ever since they spread their therapeutic 
net beyond the range of the psycho-neuroses. For it then became clear 
that good therapeutic results could no longer be obtained so readily. In 
consequence analyses became increasingly lengthy. It is difficult for 
the present-day student, accustomed as he is to analyses of several years’ 
duration, to realise that in the 1920’s analyses of three and six months’ 
duration were extremely common. A nine to twelve months’ analysis 
was regarded as ‘lengthy’. Even the training analysis of candidates 
frequently did not exceed six months, sometimes less. It is often sug- 
gested that this increase in length was due to increased knowledge o 
mental dynamics and a recognition of the need to be more ‘thorough’. 
No doubt thereis a certain amount of truth in this asin all other rationali- 
sations; nevertheless the plain fact remains that the increased length o 
analysis and with it increasing preoccupation with measures o 
‘activity’ were due respectively to unsatisfactory results and to a wide- 
spread feeling among analysts that analytic therapy must be speedec 
up. 

In this connection it should be remembered that Freud himsel 
frequently turned over in his mind whether it might be possible, for 
convenience in treating numbers of needy patients, to combine 
psycho-analysis with some form of analytically-inspired suggestion. 
But he was always careful to indicate that if this were possible it would 
be a method to be sharply distinguished from that of pure psycho- 
analysis. Indeed, his considered opinion on the subject was that the 
quickest way of completing analysis is to follow closely the proven 
technique (‘The best way to shorten an analysis is to carry it out 
correctly’). But this hint of a possible ‘combined’ technique which 
might be more exclusively employed to meet the general demand for 
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psycho-therapy was not the only indication that Freud was concerned 
with the duration and therapeutic efficiency of pure analysis. Long 
before the issue of active treatment became acute, the technique of 
psycho-analysis came to include two measures of an ‘active’ type. One 
was in the nature of a prohibition, viz. that analysis should be carried 
out in a state of abstinence; the other was a positive injunction that 
certain cases suffering from phobias should at a certain time begin to 
court rather than avoid situations which induced anxiety. Writing in 
1910 he remarked that analysis had been developed for the treatment 
of conversion hysteria, and required these modifications to meet the 
therapeutic requirements of anxiety-hysteria. In 1919 he made the 
original suggestions more stringent, adding that in obsessional 
neurosis, when the neurotic compulsion is transferred sufficiently to the 
analytic situation, the new compulsion should be played off against the 
old. 

It would be well for us to note the exact indications Freud laid 
down on these occasions. First of all, the state of abstinence did not 
imply doing without any and every satisfaction. Secondly, it had to be 
regulated by the state of the symptom-formations: it had to keep alive 
the element of frustration, the original trigger-impulse of the neurosis. 
When the patient had obtained some relief from his suffering, the 
analyst had to see that he did not obtain gratification from substitute 
formations involving external activities, interests, pleasures, or habits. 
These were to be energetically opposed by the analyst. In short, 
frustration in analysis had to be dosed in accordance with clinical 
standards; and abstinence did not mean simply sexual abstinence in 
the popular sense of that term; abstinence rules were directed at 
substitutions for symptoms. 

In passing we may note that from these early formulations, two 
conclusions may be drawn; first, that Freud was ready to adapt or 
modify analytic technique in accordance with the requirements of the 
clinical type of case; and, second, that, despite the constant emphasis 
on the desirability of the analyst’s maintaining an attitude of neutral- 
ity, there have always been isolated occasions when he is prepared to 
abandon this attitude and make more or less binding recommendations 
to his patient; in other words to use for his own analytical purposes the 
techniques of transference-exploitation and, within the framework of 
the analysis, to adopt a policy of guidance, an essentially non-analytical 
device. Add to this the fact that, throughout the history of psycho- 
analytic therapy, confused counsel has reigned over the issues of 
neutrality and interference, that active methods have been suggested 
not merely with a view to shortening analysis but in some cases as the 
only means of achieying successful results, that there is no unanimity 
on the amount of interference which is included in ‘correct’ analysis, 
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that in fact the rules of frustration are variously interpreted, that their 
mode of application varies from the most tentative suggestions to 
draconic injunctions and finally that there are constant fluctuations in 
the reactions of analysts to active therapy, and we have certainly made 
a case for close examination of the subject. 

With this somewhat lengthy preamble we may proceed to lay down 
our terms of reference. In the first place, since the desire to speed up 
analysis, though commonly and sometimes vociferously expressed by 
the patient, is in this instance a reaction of the analyst himself, we 
must examine carefully the subjective factors that might prejudice his 
approach. We must then examine yarious ‘active’ methods to see 
whether there are any dependable criteria by which we can assess them, 
by which, for example, we can establish whether they conform to or 
contravene the principles on which ‘classical’ analysis is based. 
Finally, we must consider once more the question of the optimum 
length of analysis. 


As far as subjective factors are concerned, only a few comments need 
be added to our earlier discussion of counter-transference and counter- 
resistance. Obviously the attitude of the analyst to active devices is 
bound to be influenced by his own defences against frustration. The 
patient has thwarted his therapeutic ambitions and, should the analyst 
be unduly sensitive, he may show direct or indirect signs of aggression 
towards his patient which he might rationalise as interest in active 
therapy. On the other hand, if his defences are of the reaction-forma- 
tion type he will be inclined to read into active technique (however 
legitimate) a sadistic significance. And he will most probably rationa 
lise his bias against active measure on theoretical grounds. To the 
activist’s rationalisation thatit is not necessary for analysis to take so much 
time, the passivist will retort that lengthy analyses are in the nature of 
things unavoidable. For this reason alone it is imperative for the 
analyst, when arriving at a decision for or against active therapy, to 
examine himself very carefully for any signs of counter-resistance. 

To be sure, the same subjective factors exist throughout any 
analysis however passively conducted. But in that case the analyst is 
able to fortify himself with the reflection that he has done his best to 
maintain an attitude of personal neutrality to the patient. It must be 
admitted indeed that one of the main virtues of an expectant technique 
is that it affords the analyst some protection from the more aggressive 
forms of counter-resistance. Should he embark on active procedure, 
this protective barrier is removed. And there is no certainty that his 
cultivated attitude of analytic detachment will stand him in good stead. 
He may even exact, however unwittingly, some recompense for the 
strain of maintaining a constant state of neutrality, an attitude which, 
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incidentally, if observed in a patient, would be regarded as either 
obsessional or pre-psychotic in type. Now at any rate he has within 
his grasp the exercise of power and authority. 

Should this shake the illusions of those commencing analysts who 
are inclined to pride or even preen themselyes on their newly won 
‘objectivity’, it must be pointed out that the clinical psychologist is or 
should be the last person in the world to be entrusted with executive 
power. Taken by and large, groups of psychologists manifest rather 
more personal peculiarities and rather less social discipline, than the 
more conventional professional bodies. No doubt a good deal of this is 
disguised by the ‘objectivity’ which they so sedulously cultivate and 
which indeed often renders them peculiarly insipid in social contact. 
Anyhow, there is no question but that the exercise of power, how- 
ever well it may be covered by concern for the patient’s interest, is an 
addiction which may debauch if not debase the analyst’s technique. 

In any case, as has been suggested earlier, the idea of the analyst’s 
‘complete neutrality’ under ordinary analytic conditions is something 
of a myth. For example, we are rarely content with the associative 
material given to us, but by interpretation imply that material exists 
which for some reason or another has not been presented to us. This is 
why the use of the term ‘resistance’ provokes such resentment in 
patients: they react as if the analyst had said, ‘Come now, you little 
liar; what are you concealing?’ Actually, when patients react in this 
way we know that they are projecting an internal situation, viz. that 
the ego is feeling vaguely guilty, that the super-ego is taxing it with 
misdemeanours of which it is unaware. Some hysterical patients are 
well aware of this guilt and will often say that they ‘feel’ as if 
somehow they were never really telling us the truth. On the other 
hand, whatever the patient may think, the analyst’s interpretations are 
not actual repetitions of a parental attitude. When a patient comes late 
we do not remain detached; if the occasion calls we go out of our way to 
bring this fact into associative connections. Again the patient reacts as 
if we had said, ‘ You miserable little procrastinator, what do you mean 
by not coming when I told you to come?’, and again we are able to 
investigate this repetitive reaction with a clear conscience: we have not 
in fact done more than bring the action into association. But occasions 
arise when the patient threatens to commit himself during analysis to 
important external policies; this being a risky procedure for the patient 
in his unanalysed state, and in many cases a type of extra-analytical 
defence against analysis, it is our duty to point out that unless external 
circumstances compel him to do so it is inadvisable to make such 
decisions during analysis. From the patient’s point of view, this is at 
the worst a threat, ‘Don’t do that, or I’ll not be answerable for the 
consequences’, at the least a friendly hint, as if to say; ‘Be guided by 
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me, my boy’. In fact, whether the analyst is content with a simple 
suggestion or backs it with authority, he will usually find that his 
patient takes occasion to react to the situation in some typically 
infantile or childlike way, and he will be able to make some capital 
out of the analysis of such a reaction. Nevertheless, in a negative sense 
he has on this occasion abandoned neutrality and has taken up a 
parental réle, which the patient legitimately identifies with the 
prohibitive activities of his own super-ego, or, going further back, 
with the categorical forbiddings issued by his parents. 

Having indicated the pitfalls of counter-resistance, and qualified the 
concept of complete neutrality, we may now reverse our policy, 
assume that no subjective bias exists on the part of the analyst and 
consider the most suitable criteria by which to estimate whether or 
not active therapy contravenes any of the essential principles of 
analytical therapy, leaving for later discussion the question whether, 
even if it does contravene them, the procedure can nevertheless be 
justified empirically. 

Reviewing the outline of technique as it has been presented in the 
foregoing chapters, we find the situation briefly as follows: having 
bound the patient to follow the fundamental rule of free association in 
order to gain as free access as possible to unconscious content, and 
thereby to unconscious structure, dynamics and economics, we find 
that in spite of preliminary progress, access is more and more limited 
by resistances or defences; that, in the psycho-neuroses in particular, a 
special analytic situation then develops, viz. the transference-neurosis, 
which if unanalysed ends in complete obstruction of the analytic 
process, but which if analysed gives us access to unconscious content 
either directly or by way of reconstruction. The transference-neurosis 
also enables us to observe in immediate form the various identifications 
and/or introjections which have been responsible for the pathogenic 
changes. In the handling of these transferences, the main strength of 
our position lies in the fact that whatever transference demands are 
made on us, whatever rôles are ascribed to us, we do not satisfy these 
demands or play these parts. From this point of view we might main- 
tain that two of the main criteria of a true analytic situation are, first, 
the integrity and non-tendentiousness of interpretation and, second, 
the maintenance of personal detachment or neutrality on the analyst's 
part. 

With regard to interpretation, there is little difficulty in laying 
down absolute standards. As Freud said, psycho-analysis stands or 
falls by certain established findings, e.g. the existence of repression 
and of infantile sexuality culminating in the Oedipus situation. I take 
it that any interpretative technique which evaded or glossed over these 
fundamental observations would automatically forfeit the right to be 
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called psycho-analysis. Not that evasion and watering-down of interpre- 
tations are the only sources of error. As I have frequently emphasised, 
persistent inaccuracy in interpretation is no different from any other 
form of suggestion. As since it is incapable of uncovering true un- 
conscious conflict, it leaves the transference-situation untouched even 
if the analyst gives his inaccurate interpretations a transference form. 
It is for this reason that I regard the introduction into training 
curricula of speculative reconstructions of infantile development as a 
pernicious practice which can only result in increasing the number of 
psycho-analytical suggestionists. (See Part III, Chapter 3). 

As regards the maintenance of analytic neutrality, we have seen 
that the concept of complete neutrality is not strictly in accordance 
with the facts. Nevertheless, it cannot be denied that the maintenance 
of a general attitude of neutrality enables us to induce conviction as to 
the repetitive nature of the transference-neurosis; hence we are 
compelled to admit that transference-gratification tends to anchor the 
repetitive situation to the present. Moreover, since the repetitive scene is 
based on repressed elements reinforced by the activation of old identi- 
fications, the more we gratify transference demands or play the parts 
ascribed to us, the more we buttress the patient’s defences in the 
present. Applying these considerations to the assessment of active 
procedure, we must therefore inquire when applying such measures to 
what extent do we in fact play the part of the super-ego or of the 
parental ego ascribed to us by the patient. 


We are now in a position to follow the development of ‘active’ 
technique as suggested by Ferenczi. For although some other analysts 
had tried out a few active devices the technique described by Ferenczi 
was by far the most ambitious and the first to be supported on theoretical 
as distinct from purely empirical grounds. 

Following his observations on some cases of hysteria, he formulated 
a new rule, viz. watchfulness for larval forms of masturbation giving 
cover to libido and possibly replacing all normal sexual activity. 
These forms were to be provisionally forbidden to prevent short- 
circuiting of pathogenic phantasies. Then followed his first general 
sketch of an ‘active’ technique, which was doubtless stimulated in part 
by Freud’s general support of the principle of frustration. This in- 
volved the activation and control not only of erotic tendencies, but 
also of highly sublimated activities. Two stages of the technique were 
indicated, viz. ‘painful’ tasks followed by ‘painful’ abstinences, 
commands by prohibitions. In the first stage, repressed instinctual 
components were converted into conscious wish-formations, and in the 
second the awakened excitations were forced back to infantile situations 
and repetitions. Both stages induce privation, but it might only be 
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necessary to forbid an existing activity. The technique was to be used 
sparingly as an adjuvant, and only when the transference had become 
a compulsion. It was, he thought, often indispensable in anxiety- 
hysteria and obsessional-neurosis and had an especially suitable field 
in character-analysis. In this paper Ferenczi dallied slightly with a 
suggestion made by Freud, that with due precaution and in certain 
difficult cases it might be possible to use some,slight pedagogic guid- 
ance, but on the main point his idea was simply to counter the pleasure- 
principle, in order to carry analysis forward. It increased resistance and 
conflict, hence should not be employed by beginners, or only with 
great caution. 

Developing his views further Ferenczi, then in collaboration with 
Rank, divided analysis into stages, in the first of which cathexis is 
withdrawn from advanced ego-positions (personality, neurosis), i.e. 
from ego-outposts, and is guided back to the Oedipus situation and its 
fore-stages. The active interference required here ‘need not go beyond 
that degree of parental authority existing in the transference’. The 
first stage leads to the establishment of the transference, at which 
point libido-resistances arise, owing to the patient’s refusal to recognise 
the unattainability of transference demands. Explanations and transla- 
tions are only a first resource; the analyst must cease to be passive. In 
Ferenczi’s words, ‘the physician then to a certain extent actually fills 
the réle thrust upon him by the unconscious of the patient and by his 
flight tendencies’, We must do more than uncover an ‘Oedipus 
complex’ or interpret its repetition in analysis: we must separate 
infantile libido from its fixation on the first object and occasionally 
take measures of activity (injunctions and prohibitions) ‘to uncover 
traces’ of the Oedipus relation. When the time is ripe, the last phase of 
libido-weaning is accompanied by an active step of setting a fixed term 
to the analysis itself. 

In 1925, starting from the investigation of certain anal and urethral 
habits, as discovered in analysis and as subjected to his injunction- 
technique (e.g. the holding up of stools), Ferenczi concluded that in this 
way we can open up otherwise impassable channels of communication 
between character-peculiarities and neurotic symptoms and between 
instinctual impulses and infantile development. These methods were, 
he suggested, of special use in character-analyses. Cases suitable for 
the method should evidence some displacement backwards of castra- 
tion-fear to anal and urethral excretory function. Going on to the 
subject of sexual gratification, he modified Freud’s views on abstinence ; 
he regarded it as unfavourable if patients enjoyed sexual pleasures 
during analysis. On the other hand, it was not essential to prevent 
gratification of masturbation if this had been inhibited by anxiety; if, 
however, toleration had been induced, complete abstinence must 
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follow. He again emphasised the importance of studying the patient’s 
movements in analysis. Habit being intermediate between voluntary 
action and instinct, but nearer to instinct, he regarded habit-analysis 
by his methods as ‘analysis from below’, as distinct from the analysis 
of ego-reaction ‘from above’. The latter is the classical method which 
should be adhered to until the patient begins to make himself ‘at 
home’ in analysis. Then one should make an ‘active’ start with the 
patient’s relationships to family, friends, colleagues, superiors, etc., 
going on to personal habits of eating, sleeping and physical gratifi- 
cation. The analyst in special cases may use the instruments of 
friendliness and severity, chiefly in psychopathic cases. Habit-analysis, 
he thought, was of less importance in hysteria, but obsessionals may 
benefit favourably. Then, as to the time-limit for analysis, the patient 
must have arrived at the stage where transference-resistances alone 
prevent conviction. A preliminary hint may be given of approaching 
termination. 

Some of these views Ferenczi soon modified as the result partly of 
experience and partly of various criticisms of his active therapy. He 
admitted that the patient’s resistances are increased, that activity 
proves to be disturbing to or destructive of the transference; hence it 
should be avoided at the beginning, but is inevitable at the end of 
analysis. He abandoned, however, the method of ‘ordering’ and 
‘forbidding’, and sought first to gain the patient’s intellectual under- 
standing, leaving always an avenue open for withdrawal in case of 
insuperable difficulty. In regard to the fixing of a termination, he 
found that this often miscarried, and he modified his views on this 
point, without giving us any very precise indications to follow. By way 
of addition to his technique, he suggested relaxation exercises directed 
against muscular tension, and in cases of tic, stammering, obsessional 
neurosis, impotence and frigidity recommended the active invest- 
igation of obscene words. * 

Although the Ferenczi method of active therapy was never developed 
into a fixed system or correlated accurately with the classical technique, 
sufficient detail was provided to permit of a contrast with the ‘ activity’ 


* Incidentally, it is not without interest that towards the end of his life 
Ferenczi made a complete volte-face regarding the handling of patients, 
maintaining that analysis called for the direct exhibition of sympathy towards 
the difficulties of patients. This fact does not, however, free us from the obliga- 
tion of examining his ‘active systems’, for, as we shall see, these represent 
logical extensions of the abstinence and injunction rules approved by Freud in 
certain cases. It is interesting to speculate whether his later ideas were not 
motivated in part by misgivings regarding the propriety of his earlier ‘activi- 
ties’, but that is merely a matter of academic interest since it is clear that in 
any case Ferenczi was in process of abandoning expectant analysis for rapport- 
therapy and did ultimately abandon psycho-analytical technique. 
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recommended by Freud. On the whole the Ferenczi system laid down 
the rule that towards the middle of the second stage, or a little later, an 
increasingly vigorous series of frustration measures be applied which 
should not stop short of the end of analysis. Freud’s suggestion was, you 
will remember, that, guided by the patient’s own attempts at substitu- 
tion, we should put obstacles in the way of displaced gratification and 
so reinduce frustration. In theory there is no essential difference 
between the analytic situations involved: they both imply playing the 
part ascribed to us by the patient’s unconscious. Further, we can see 
that Ferenczi was only following out logically the tendency counten- 
anced by Freud. 

But in practice there are certain differences. ‘The first is quantitative, 
that in Freud’s method the amount of interference is much less; so 
much less that his technique is still regarded as passive when compared 
with the original Ferenczi technique. The other difference is that 
Freud’s method is limited by essentially clinical and etiological con- 
siderations; the frustration he wished to maintain is roughly the 
amount which originally stimulated pathogenic reactions. Ferenczi, on 
the other hand, whilst relating his technique to states of stagnation in 
analysis, had recourse to measures calculated to produce frustration 
and hostility in a perfectly normal person. In respect to habit- 
analysis, he took extreme measures to uncover remainders of the 
original primitive pleasure-ego, which had, as it were, escaped the 
attention of later ego-institutions. As we know, these remainders 
are especially important in character-analyses, but they are also 
present in normal individuals, meaning by normal anyone who is 
free from symptoms, unhampered by mental conflict, and who 
shows satisfactory working and sexual capacity. Indeed it can be main- 
tained that, under existing social conditions, these pleasure-ego 
remainders contribute considerably to the mental balance of the 
‘ordinary’ individual. 

In view of the fact that Ferenczi’s system was much more extensive 
than that of Freud, we may reasonably inquire at this point whether 
it could not have been extended in other directions. We have seen 
that Ferenczi started with the performance of certain activities within 
the analytic room, and on occasion did not stop short of permitting 
or inciting certain types of patients to strike him, Again, his interfer- 
ence with extra-analytical activities was very extensive, ranging from 
various bodily habits to all sorts of sublimations, and ultimately to 
complete control of the patient’s psycho-sexual life. Many of the 
examples he cited were admittedly measures adopted in extreme 
cases, but, for my part, I cannot see that there is any logical halting- 
place to the system, although certain limits might well be imposed by 
empirical necessity. Where a patient, for example, combines strong 
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exhibitionistic impulses, or their reaction-formations, with a combina- 
tion of guilt and defiance relating to infantile auto-erotic manifesta- 
tions, why not demand the re-enactment of such scenes during the 
analytic session: they would certainly stimulate guilt and gratify 
hostility. Moreover, if we may permit the patient to make a ‘sample’ 
physical assault on the analyst, why not countenance or encourage 
sexual aggression on his part? Again, if we may as an analytical 
manœuvre hold up sexual gratification, why not introduce certain 
positive exercises in this direction? One has only to recall how in 
normal fore-pleasure certain elements may be over-inhibited, owing, 
for example, to contamination-phobias, to see that anxiety-positions 
might be stimulated by appropriate suggestions in this direction. 

I have chosen here certain exaggerated examples because I 
think that we may in this way single out the main disadvantage 
inherent in active methods involving abandonment of neutrality. 
After all, apart from social considerations, why should we stop short of 
re-enactments of the kind just indicated? The answer to this question is 
contained in Freud’s description of the processes of repetition and 
working through. We are bound to allow the patient time and place in 
the transference-neurosis to work through certain repetitive scenes, 
but all the while we endeavour to stem this repetition, to convert it 
where possible into the psychic work of remembering. Some ‘active’ 
measures, on the contrary, would encourage the tendency to re-enact- 
ment; and the more re-enactment we permit, the more we encourage 
‘anchoring’ to a present-day situation. The objection to an unanalysed 
transference is precisely that we unwittingly encourage a second 
Jixation in the transference-neurosis. Unless the unrestrained activist 
can prove that he does in fact ‘analyse out’ the situation he has 
created, his method is subject to the criticism that it will produce a 
still more intractable situation of transference-neurosis, almost certainly 
of a negative type. It might indeed be suggested that he has ventilated 
a ‘counter-transference neurosis’ by exacerbating the transference- 
neurosis of the patient, in which case unrestricted active therapy 
would not differ in principle or practice from non-analytical measures of 
persuasion, exhortation and the like. It would be, in fact, a ‘negative’ 
form of rapport-therapy. 


All that we haye discussed so far has had reference to measures of 
activity which involve abandonment of neutrality on the analyst’s 
part. We have said nothing of measures which although seemingly 
‘active’, do not inyolve this abandonment of analytic neutrality. As an 
example of this sort we may choose Ferenczi’s method of forced 
phantasy. Werenczi made many suggestions as to variation in the 
handling of associations, but one of the most striking was that applicable 
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to patients with a seemingly impoverished phantasy-life. In such 
cases, in the later stages of analysis, he found it advisable to make the 
patient deliberately expand some idea which seemed to be the key to 
a phantasy. If he did not gain any result by this means, he would not 
hesitate to suggest himself the general lines the phantasy should have 
followed, and then insist on elaboration along these lines. The types 
of phantasy were, (a) positive and negative transference-phantasics, 
(b) infantile phantasies, and (c) masturbation-phantasies. As such 
measures are really on all fours with interpretations, it seems to me 
that they are entirely legitimate, although naturally one should be 
chary of giving the broad lines of a repressed phantasy unless one is 
sure of one’s ground. But, of course, the same qualification applies to 
any interpretation. With regard to the deliberate stimulation of 
phantasy, not only is this useful in the later stages of analysis, 
it can often be employed with effect in difficult first stages; although 
here it is done much more tentatively. Personally I am in fayour of 
judicious use of the method at any of the difficult phases of analysis. 
This holds especially for transference difficulties. For example, when 
the patient, discussing say some course of action, casually suggests 
an alternative plan, only to dismiss it as irrational or unimportant, one 
can then legitimately say: ‘Let us suppose for the moment that you 
took this other course, what would happen?’ The same policy may often 
be applied with advantage to a slip of the tongue, when the patient 
brings no spontaneous associations to the slip: the question can then 
be propounded, ‘What do you imagine would have happened had such 
and such actually been the case?’ 

This policy of paying meticulous attention to details of analysis, of 
going out of our way to produce phantasy-material, brings us back 
once more to consideration of really ‘active’ therapy. I think it will be 
admitted that until Ferenczi drew our attention more closely to such 
details many of the previous passive analyses had erred on the side of 
being too passive, in the sense that many minor analytic manifestations 
hadnot beenturned to legitimate advantage during treatment. It is true 
that slips and other similar indications were, as a rule, exhaustively 
analysed, but there was no systematic policy of investigating continually 
all sorts of silent indications, attitudes, gestures, movements, facial 
contortions, etc., at the time when these needed systematic attention. 
Now the question immediately arises: had such systematic policies 
been pursued, would the number of stagnant analyses have been so 
great as to make the consideration of ‘active’ measures quite so urgent 
a matter? Is it possible that with more careful attention to detail in 
analysis coupled with more vigorous transference-interpretation, and 
on occasion employment of ‘forced’ phantasy, we would be able to 
revise our estimates of difficult analyses, hence to avoid what were 
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admitted by their author to be the difficulties of adopting ‘active’ 
devices ? I think that this is more than probable. To take one example; 
in the section on transference-neurosis I pointed out that when this 
artificial neurosis is established every thought or action in the patient’s 
analytical life or reference to thought and action in his extra-analytical 
life will be found to have some bearing on the transference. I also 
added that in most analyses difficulties arose when (owing most likely 
to some lack of conviction on our own part) we neglected to make 
sufficient capital out of these circumstances. Obviously then the time 
to turn these to advantage is during the second stage of analysis, 
and especially during the latter half of it; but, as with forced 
phantasy it is often advantageous in difficult cases to use some of these 
devices quite early. Abraham long ago pointed out that in cases with 
intense unconscious hostility it is essential to make clear to the 
patient at the earliest ınoment the transference-significance of this 
hostility. 

But to return to the average case, I am strongly of the opinion that 
JSaint-heartedness in making transference-interpretations is responsible 
Jor more stagnation in analysis than any other attitude. I have previously 
given illustrations of the accuracy of transference-interpretations of 
apparently trivial manifestations occurring during the analytic 
session; but I want to emphasise now that much legitimate activity is 
permissible in this direction. We know that in the case of dream- 
interpretation it is often advisable to jettison the greater part of a long 
dream-narrative, and to be content with fractional interpretation. And 
we know that Ferenczi, in cases of copious phantasies, often directed 
his patient to seize on one point where most guilt seemed to be attached. 
In the same way, it is often advisable when the transference-situation is 
over-congested not to wait for a prolonged train of associations, but to 
start transference-interpretation of a single phrase or attitude occurring 
at the beginning of the session (with or without guilt manifestations), 
This is especially valid in obsessional cases where the subject’ of the 
whole session’s ruminations is already clearly indicated in the first few 
seconds. We need not, of course, make a habit of this, or indeed of any 
other policy in analysis, because as soon as the patient has grasped the 
new idea he immediately plays up to it and endeavours to fool us, 
casting associative bait at the beginning of each session. In general, 
however, this and similar policies may be pursued with advantage, 
especially the investigation of minor reactions to the analytical room, 
to noises heard and commented on, to household arrangements, the 
population of the waiting-room, the street, and so to the world at large. 
The projective type in particular displays his underlying fear and 
suspicion by his quick turn of the head at the slightest ‘noise off’. The 
point is, however, that we do not permit dwelling or anchoring on these 
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subjects, but as soon as we are sure of our ground use any one detail to 
make a breach in the defensive rampart of transference-phantasy. 
Everything is grist to the mill, and everything that escapes the mill 
remains as a representative in consciousness of unconscious interests. 
We cannot ignore the fact, however, that Ferenczi, whose rich clinical 
experience rendered even his more exaggerated utterances worthy of 
seriousconsideration, didnot believe that the mostthorough transference- 
interpretations or reconstructions are sufficient to produce in the patient 
the necessary conviction that his thought and behaviour is repetitive. 

Assuming then that we must do something else to bring about con- 
viction, how is it to be done? Here we must remember that Ferenczi 
himself changed his method in one important respect: from exercising 
the full strength of his personal authority, backed if need by threat of 
discontinuance of analysis, his commands and prohibitions became 
merely strong ‘suggestions’, prefaced by a process of obtaining the 
patient’s intellectual assent. This is more a quantitative than a qualita- 
tive change; ultimately the ‘reasonable’ parent can provoke as much 
infantile hostility as the authoritarian type (sometimes more). Never- 
theless it was an important change and suggests that further modifica- 
tion would have been possible. My own experience of calling attention 
in analysis to any external happening simply for the purpose of 
obtaining associations to that event is that patients frequently react as 
if they were being criticised; moreover, in spite of the analysis of this 
infantile reaction, the next time that situation or a similar one arises, 
they make a point of altering their conduct in some respect. In a 
negative phase they will repeat the situation in a more pointed way, 
whereas in a positive phase they will modify it. Reactions of this sort 
can be produced at any time by commenting on the smallest details of 
analytic behaviour. Tell a patient that his foot is resting on the floor, 
and depending on the nature of the transference, he will either lift 
it back hastily or plant it a shade more firmly on the ground; on 
subsequent occasions the position of the foot will be found to have 
acquired enhanced significance. Needless to add, it would be fatuous to 
call attention to the position of the patient’s feet either on or off the 
couch unless there were some immediate point in so doing. 

These observations, could, I imagine, be turned to advantage in 
dealing with situations where, for reasons of analytical ‘drainage’, 
some privation seems to be indicated. Suppose, for example, a patient 
suffering from partial impotence becomes involved in a continuous 
le of sexual relationships, ostensibly in order to ‘test’ his progress or 
further 3 the analysis of his inhibitions but having the practical effect of 
increasing his anxieties and resistance. One could first call attention 
to the significance of these external situations historically, i.e. interpret 
them, then indicate their significance as a dynamic defence against 
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analytic progress as a whole, or again point out their significance as 
transference-displacements. Assuming that the situation remains un- 
changed and that his anxieties continue to increase, we could call 
attention to the fact that, in spite of previous analysis, this type of 
defence persists. After a suitable interval we could then draw attention 
to the possibility of abandoning these defences and, after yet another 
interval for further analysis, suggesting the advisability, ultimately 
the necessity to restrain the practice. Moreoyer, it does not follow 
that, having once been reduced to authoritative recommendation, 
we should on any subsequent occasion for interference omit the 
intermediate steps. We could begin all over again. J would suggest then 
that we should persistently endeavour to get the expected advantages of 
active therapy without stepping aside more than is necessary from 
analytic neutrality. This would apply to external libidinal drainage, to 
the testing of symptom-formations and to the analysis of habits. One 
comment, however, falls to be made: if for some reason or other, 
perhaps that we have under-analysed the transference or that the 
patient’s instinctual drives get more compulsive expression than usual, 
the external situation piles up too quickly, we must immediately 
recognise that the analysis is about to be jeopardised and regulate our 
policy accordingly. Whatever type of activity is employed, these risks 
are inevitable. 

Now, whether we decide to employ only limited measures of 
activity of the type advocated by Freud or to reinforce these with some 
of the ‘habit-injunctions’ originally recommended by Ferenczi, we 
must be clear as to the most suitable time for their application. In the 
first place we must be well in the middle of the transference-neurosis 
or, in cases where no transference-neurosis exists, there must be a 
dependable amount of positive transference. Perhaps it would be 
better to say that a good deal of negative transference should have 
been ventilated. Secondly, and obviously, the analysis must be in a 
state of stagnation and, if we have been making vigorous attempts to 
deal with this by interpretation, we must also have reduced the amount 
of negative that always follows concerted attempts to reduce defences. 
When we are satisfied as to this and the stagnation continues we can 
then make our direct recommendations and prepare ourselves for 
the increased transference-reactions of a prevailing negative type which 
will ensue. z 

But what is a stagnant period? It is a period when a careful review 
of all analytic manifestations, associations, slips, transitory symptoms, 
symptom-picture, show no sign of resolution, when there is nothing 
explosive to be observed at any point and when the defence systems 
work smoothly and uninterruptedly. It follows then that in preparing 
to adopt any form of activity we must take precautions similar to those 
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which I indicated as being necessary before deciding that any analysis 
has reached the terminal phase. Needless to say, the decision to apply 
active measures, if at all, at the point of stagnation does not extricate us 
from all our difficulties. When dealing with the recommendations 
made before analysis begins, the question was raised whether or not 
the patient should be informed (a) that analysis should be carried out 
in a state of abstinence, and (b) that it is undesirable to make major 
decisions affecting work or emotional life until the analysis is com- 
pleted. The second of these recommendations is pretty generally 
followed, for example, when a patient shortly after analysis makes a 
new object-attachment and indicates that he proposes to get married 
or divorced. But there is no agreed policy about giving the patient 
warning of this possible injunction before analysis commences. And it 
cannot be denied that to enter a temporary caveat against marriage, 
particularly in the case of lengthy analyses, is a form of interference 
with the patient’s life compared with which injunctions to abstain 
experimentally from neurotic peculiarities of habit are relatively un- 
important. In short, if laid down firmly enough the rule is an out- 
standing instance of ‘active’ therapy, and, a priori, would be calculated 
to produce all the risks attendant on active therapy in cases which 
might well have responded to purely ‘expectant’ analysis. And it 
would seem that to give indiscriminate notice of this eventuality would 
merely prejudice the opening phase. 

It would be comparatively easy to resolve the dilemma if we could 
know in advance which cases would be likely to stagnate in analysis, 
or to seek for an escape through marriage or change of occupation, 
But with the most careful diagnostic and prognostic precautions we 
cannot attain this certainty. And even if on the good clinical grounds 
that it is not a satisfactory rule to budget for all uncertainties, we 
decide not to lay down such preliminary recommendations, it is by no 
means certain that an arbitrary rule covering ‘important decisions’ is 
desirable. Two examples must suffice. An organic specialist with a 
natural flair for psycho-analysis intimated during the first year of a 
two-year analysis that he wished to change his profession and train in 
psycho-analysis. He was told that although no doubt he would be a 
good analyst the decision might well be delayed for some time. 
During the second year less was heard of his new ambition, and after 
the conclusion of analysis he wrote to say that he was happy in his 
original work and did not want to change it. Another patient with a 
difficult character neurosis and some sexual peculiarities, fell in love 
during the second year of analysis. After some alleviation of his 
homosexual disposition, he decided to get married after a short 
engagement, Apart from advising reflection before decision, no 
objection was offered. He married, completed analysis in a year’s 
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time, and, as shown by after-history remained well, active in work and 
happy in his marriage. The prognosis on the first case was good, in 
the second indifferent. Yet in both cases the analysis had finally turned 
in the direction of cure, there was no reason to suppose that they could 
not fulfil their new ambitions and an injunction would simply have 
done more harm than good. 

It would seem then that each case should be considered on its 
individual merits, in other words that there should be no flat ruling 
and that unless in exceptional cases it is desirable to wait until the 
immediate necessity arises before laying down injunctions or pressing 
recommendations, and in every case to obtain beforehand the patient’s 
assent and co-operation. 

Finally, we must be clear what part is played by active injunctions 
in determining whether or not we have reached the terminal phase. 
When discussing this phase, I outlined only a few of the ways and 
means by which we can assess or test the state of symptom-formation. 
Also I gave no very systematic indications regarding the application of 
these symptom-tests. I propose therefore to remedy these omissions by 
a brief review of their application in a typical case. To begin with the 
opening phase it is clear that there is little scope here for any interfer- 
ence calculated to keep up the level of frustration. There has been no 
breaking down of fundamental defences, and the symptoms are still 
pressing. In difficult and refractory cases we may find ourselves com- 
pelled at the outset to be very active in the interpretative sense, but 
the only scope for active interference in the super-ego sense is where 
we believe that extra-analytical difficulties threaten to obstruct the 
analysis altogether. We may then point out that a specific situation, 
e.g. a traumatic domestic or social environment, is an important 
obstacle to progress. In the ordinary way, we should prefer to deal 
with this situation exclusively through the analysis, but in difficult 
cases we may not be in a position to wait and may be compelled 
to indicate that some respite from this stimulating situation is 
necessary, ; 

As a rule, however, we have done nothing very active up to this 
point; the first defences may haye been reduced, symptoms may be 
alleviated at the end of the first stage and the transference-neurosis 
automatically established. At this point we expect to see an attempt to 
sidetrack libido into external situations, and, provided we are unable 
to reduce this defence through the analysis itself, it may be necessary 
to make recommendations—only, howeyer, if the success of the analysis 
is definitely threatened. As a rule we are able to deal with the situation 
through analytic discussion, in which case we proceed with transfer- 
ence-interpretation and historical reconstruction. Allowing suitable 
periods for ‘working through’, we arrive at the later stages of 
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transference-neurosis, where we are busy with analysis of infantile 
ego-attitudes. On this, as I have said, much of the effectiveness of the 
analysis will depend, and here it is convenient to have some more 
definite idea as to the real state of the pathogenic process. For one 
reason, it would be risky to be satisfied with the degree of ego-analysis 
attained if effective substitution of repressed impulses were taking 
place. Moreover, we want to know whether the symptom-formations 
which may be present are really depleted or whether, as I have said, 
they are mere husks behind which the ego takes shelter from the 
problems of new adaptation. At this point we can take the first con- 
venient opportunity of getting the patient to face what have previously 
been anxiety-provoking positions. We shall thereby not only advance 
the analysis, but be able to take soundings as to the amount of work 
still to be done. Reviewing the second stage, then, we see that the 
first line of interference is related to sdetracking, and the second to 
the heading-off of symptom-substitutions, which at the same time 
enables us to check the strength of previous or existing symptom- 
formations and so ultimately arrive at a decision as to the length of 
analysis. ` 

So far we have followed the customary and accepted technique. If, 
in spite of these measures, we find that the pathogenic process is still 
active and that we cannot make progress, it is for each analyst to 
decide according to his experience and judgement whether he will 
increase pressure by adopting still more active devices. If he does not 
favour the method, there is no alternative but to stick to his previous 
policy, paying redoubled attention to transference-phantasies until 
either he resolves these difficulties or external pressure comes to his 
aid and forces the patient to loosen his defensive grip to some extent. 
If he does use more ‘active’ measures, he will be well advised to take 
constant stock of any tendencies to counter-resistance on his own part, 
and if he succeeds in getting things going, to retire immediately to 
his customary neutrality until he is again forced into the super-ego 
rôle. Assuming then that the analysis moves and the second stage is 
advanced sufficiently, he may come to the conclusion that the end is 
in sight and proceed as suggested in the last chapter, remembering 
always that this decision as to termination has nothing to do with 
‘activity’ as such, and that it is arrived at as the result of a clinical 
review of the whole case. As I remarked before, the opportunity for 
observing these cases to a typical termination is much rarer than is 
imagined. As a rule external pressure contributes considerably to the 
shortening of the second and last stages. Indeed were it not for 
extrinsic circumstances the number of stagnant analyses would be even 
larger than it is at present. 

And here for the time being we must leave the problem of ‘active 
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technique’ without I am afraid coming to very clear-cut conclusions 
on the subject. Nor I think shall we be in a position to do so until we 
have surveyed the case-material with which the analyst is confronted 
in his consultative capacity and from which he must select cases suit- 
able for psycho-analysis. For it may well be that in the actual practice 
of psycho-analysis empirical necessities may force us sometimes to 
modify our theoretical criteria. 

In the meantime, however, we may take the opportunity of re- 
emphasising two important considerations. In the first place we should 
note that although opinions on the desirability of adopting such measures 
have swung from a timid acceptance of some of Ferenczi’s methods to 
a general rejection of them, many analysts continue to exploit them in 
a somewhat unsystematic and empirical fashion. Not only so, we must 
recognise that Freud lent the weight of his authority to a restricted 
form of activity. It is not possible therefore to pretend as is sometimes 
done in this country that the issue ts dead. 

In the second place, we must rest under no illusions as to the 
rationale of the process. We must admit frankly that active therapy is 
different in principle from the customary therapy. It is simply analytic- 
ally guided interference. In playing the part of the super-ego or 
parental-ego by issuing positive injunctions and negative prohibitions 
we are behaying in the same way as the non-analytical therapeutist 
who pins his faith on exhortation, persuasion, guidance or therapeutic 
pedagogy. The question to which we must sooner or later find an un- 
equivocal answer is whether the results of expectant analysis are so 
unsatisfactory in certain cases as to justify non-analytical empirical 
approaches. This is a question that cannot be settled until analysts are 
ready to subject their immediate results and after-histories to accurate 
statistical investigation, a readiness which will depend in turn on the 
degree of frankness with which they are prepared to confess their 
failures. To be sure, we must insist on equal frankness on the part of 
those who employ active methods, making due allowance of course for 
the fact that, since active methods are most likely to be applied in 
refractory cases, the results cannot in any case be dazzling. dnd it may 
even be that precisely in refractory cases we should refrain from apply- 
ing them. However that may be we must be guided as to the length 
of analysis and the use of active methods by purely clinical considera- 
tions. Ideally speaking the optimum length of an analysis is the time 
necessary to secure the desired therapeutic result. Allowing a margin 
for building up reserves of the ‘will-to-health’, the pursuit of analysis 
beyond the optimum length is a waste of the analyst’s time and of his 
patient’s time and money, It is equally a waste of time to continue 
analysis of cases which, in spite of our most active endeavours, con- 
tinue in a state of stalemate. No doubt the temptation exists either to 


184 TECHNIQUE OF PSYCHO-ANALYSIS 


pursue further active measures, or to continue the analysis in the 
expectation that ‘something will turn up’. Nevertheless there is only 
one course open to us in a stalemate analysis, viz. to recognise the fact 
at the earliest moment and as soon as possible afterwards to dis- 
continue the analysis. 


CHAPTER XII 


THE ANALYST’S CASE-LIST (1) 


Accessible Cases 


L courses on the technique of psycho-analysis 
were of a length commensurate with the complexity and importance of 
the subject, the eleven previous chapters could with some justice be 
labelled ‘Introductory’. For only now are we in a position to embark 
on a review of the clinical problems that beset the analyst when he 
engages in general analytic practice. 

Logically, a review of this kind should be ordered according to the 
analytical accessibility or ‘curability’ of cases, starting with the 
comparatively accessible psycho-neuroses where we may reasonably 
anticipate a cure, and ending with those intractable cases in which the 
most that can be expected is some alleviation of symptoms or increase 
of adaptability. In this last group are to be found cases of psychosis, 
severe character disorders, frequently but not always accurately 
described as schizoid in type, the graver sexual disorders, and a number 
of cases in which although the symptoms appear to be of a mild order, 
they are embedded in a rigid but otherwise apparently ‘normal’ 
matrix, and are consequently difficult to resolve. 

There is a good deal to be said in favour of such a systematic review, 
since, from both diagnostic and prognostic aspects, a prerequisite of 
successful practice is accuracy in estimating accessibility, or, to use a 
more illuminating phrase, the transference potential of the patient. 
Unfortunately we have to recognise that the practice of most analytical 
neophytes is built up under the most haphazard and hazardous 
conditions. Cases are passed on to them by established colleagues whose 
methods of selection and ideas on prognosis vary widely, and who are 
in any case only too glad to find vacancies for patients whose treatment 
they do not themselves wish to undertake. The result is, more often 
than not, that the beginners’ case list is an analytical jumble. A few 
classical psycho-neuroses are left to jostle for position in a huddle of 
pre-psychotic character cases, cases of impotence, homosexuality, 
working incapacity, marital difficulty and occasional psychopathy. To 
this more than to any other circumstance is due the phenomenon of the 
prematurely case-hardened analyst, who acquires precocious experi- 
ence at the cost of therapeutic disillusionment. Indeed, one cannot too 
earnestly recommend the commencing analyst who can afford to do 
so to select his cases in accordance with their analytical tractability 
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rather than with their financial solvency. By the same token he 
should make a point of restoring unsuitable cases to the care of the 
consultant who first passed them on to him; not altogether a good 
business gesture perhaps, but an excellent measure of technique- 
preservation. 

As, however, there is no immediate likelihood of this advice being 
generally followed, and as there is some limit to the scope of an 
introductory series of chapters, we must find some compromise 
between the demands of logical presentation and the actual contingen- 
cies of analytic practice. I suggest, therefore, that we should concen- 
trate our attention on various groups of disorder the constituents of 
which, though varying widely in clinical form, have roughly the same 
degree of therapeutic accessibility, and which in consequence may be 
deemed to have roughly the same fixation points and to be likely to 
present many similarities in reaction during the process of analysis. 
It is at this point, therefore, that the student should take oc- 
casion to refresh his memory regarding the etiological classifications 
of mental disorder which are the backbone of psycho-analytical 
psychiatry. 

This refresher course is all the more necessary at this juncture since 
a ‘therapeutic classification’ of mental disorders of necessity flouts 
some of the distinctions rightly established by diagnostic criteria. We 
are soundly advised to distinguish always between a symptom- 
formation and a pathological character pattern, between, for example, 
an obsessional neurosis and an obsessional character. Nevertheless and 
allowing for the fact that a character case is generally more intractable 
than the corresponding psycho-neurosis, there is a great deal common 
to the analysis of both types of case. Similarly, although from both 
structural and dynamic points of view we must distinguish inhibitions 
from symptom-formations, perversions from inhibitions and social 
maladaptations from all three, there are wide yariations in the 
accessibility of inhibitions, perversions and social maladaptations, 
which would justify subdivision into mild, severe and grave types 
respectively, i.e. accessible, moderately accessible and intractable cases. 

To begin with accessible cases, we may bracket together milder 
psycho-neuroses, the average case of impotence or frigidity, facultative 
bi-sexuality, work inhibitions of an anxiety type, early and florid 
marital disorders and reactive depressions. Not that the category 
‘mild’ implies that the symptoms in question are unobtrusive. On the 
contrary they may be both dramatic and extensive, The term merely 
implies that the fixation points are not deeply set, that a working 
transference can develop, and that it will not require much adjustment 
of the unconscious dynamic balance or reduction of, primary gain, to 
bring about substantial amelioration if not indeed cure. 
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Psycho-neuroses, In view of the fact that the classical technique of 
analysis was built up in the first instance from experience of the psycho- 
neuroses and only later, as the result of investigating the structure of 
some depressions, amplified in the direction of ego-analysis, the 
clinical illustrations and descriptions given in previous chapters of 
analytic movements, in particular of the transference-neurosis, have 
been drawn almost exclusively from psycho-neurotic cases together 
with some mild depressions. It is unnecessary therefore to repeat the 
main outlines of the analysis of the psycho-neuroses. I propose to single 
out only those aspects which bear on the general policy of analysis 
and on the specific difficulties that may arise. These latter are con- 
veniently classified according to the fixation points of the neurosis, or, 
to break down this general factor into its constituents, in accordance 
with the particular infantile sexual components involved, the main 
mechanisms that are defective and the main ego-patterns which 
contribute to faulty function, all of which will be found also to determine 
the form of the transference-neurosis. 


Anziety-hysteria. With regard to the instinctual aspects of hysteria 
it is of course undeniable that infantile genital libido is the main source 
of difficulty. Reinforced by a general passive masochistic tendency, 
this gives rise to reactions of castration anxiety which appear early and 
and are quite unmistakable, Nevertheless, a good deal of this anxiety 
may be overlooked owing to the fact that it is disguised by displacement 
to other body zones and organs, which are freely ‘genitalised’. But 
although the systems of sexual punishment and abrogation respond 
fairly soon, masochistic components continue to give rise to resistances 
to the end of the analysis. Behind these will also be found some highly 
selective forms of infantile sadism. These, however, are seldom widely 
displaced from family imagos; hence separation anxiety and fear of 
‘death’, ‘insanity’, etc., figure prominently throughout the analysis. 

This general instinctual disposition is complicated by three factors. 
The first of these is largely constitutional, namely, a sensitiveness to 
libido changes, which in turn is accentuated by traumatic infantile 
experiences or hypercathected infantile phantasies. This sensitiveness 
is manifested in the rapidity with which states of panic develop on 
frustration. Against the threat of panic the patient reacts with every 
available defence, a state of affairs which although responsible for 
much delay in analysis is at the same time an infallible indicator of 
nuclear conflicts, confirming or supplementing the surmises which the 
analyst has ERE made regarding the directions in which he must 
continue to steer the analysis. Incidentally, it is at this point that the 
analysis of precipitating factors can be used with the maximum effect. 
The precipitating factor, although manifested in current situations, is 
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mostly of a type similar to that originally causing infantile frustration 
and a careful analysis of both current and historical frustrations is the 
best guarantee of future stability. It is also an excellent approach to the 
analysis of primary and secondary gain. It involves of course a good 
deal of repetition of the psychic events leading to the breakdown, but on 
the other hand it serves to correct a tendency which all analysts are 
prone to exhibit from time to time; namely, to forget or neglect the 
original clinical history of the disorder. 

In the second place, a number of other infantile sexual components 
which might otherwise have given rise to sexual perversions are 
screened by the genital elements. Oral elements in particular are 
strongly charged and when repression is lifted manifest themselves 
usually in perverse heterosexual phantasies. Even more important 
and certainly more difficult to deal with is the unconscious homosexual 
system that lies at the root of the hysterias. In the male hysteric these 
are easier to detect: behind most attacks of panic will be found a 
phantasy of pregnancy giving rise commonly to a fear of disintegration 
or ‘bursting’. In female hysterics release of male phantasies is often 
heralded by disturbances of body-feeling amounting at times to a 
degree of depersonalisation. 

Needless to say, this lends added importance to the analysis of ego- 
structure. Heterosexual and homosexual identifications play an 
exaggerated part in both ego and super-ego formation. Indeed they 
are as much responsible for the hysterical technique as is the faulty 
action of instinctual repression. When, therefore, analysis of infantile 
libido components does not produce an adequate degree of resolution 
of symptom-formations, this is a clear indication that some analysis of 
pathogenic identifications is overdue. Preliminary analysis of the 
original process of identification is as a rule only partly effective and we 
may have to wait for the unfolding of the transference-neurosis before 
the pathogenic hypercathexes can be reduced and a successful result 
achieved. 

As has been indicated in earlier lectures, the transference-neurosis 
appears in a classical form in hysteria. Spontaneous transferences of an 
apparently positive type make an early appearance and are responsible 
for some of the earlier improvements in the patient’s symptoms; but 
the real transference-neurosis does not develop until some of the 
hysterical ambivalence which underlies this positive has been un- 
covered. The first sign of the hysterical transference-neurosis is 
manifested in a change in the patient’s systems of reassurance. Whereas 
formerly he has depended mainly on ‘protectors’ drawn from the 
family circle, and the analyst is only one of a number of reassuring 
figures, when the transference-neurosis develops, the analyst becomes 
the main source of reassurance, fluctuations in phobiac reactions run 
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closely parallel to variations in the state of the transference. Sudden 
increases either in positive or negative transferences both give rise to 
panic reactions which are experienced increasingly within the analytic 
room. Instead of reacting sensitively to any changes in the familial or 
social setting, the patient now responds with symptomatic changes to 
what he takes to be changes in the analyst’s personal reactions to him. 

By this time it is possible to gauge with some accuracy the outcome of 
the analysis. Should the transference phantasies and identifications 
develop freely there is every prospect of a successful termination, a 
possibility which must now be communicated to the patient in order 
to measure the strength of his terminal reactions. Exacerbation of 
symptoms calls for consistent interpretation of the transference 
situation. If this is effective the patient will manifest the first signs of 
permanent improvement, and with the increasing strength of effective 
repression will begin to withdraw gradually from the transference- 
neurosis, thereby accelerating the terminal stage. 

Here we should note that although the mechanics of conversion 
hysteria correspond closely to those of anxiety hysteria, there are 
certain characteristic differences which influence the course of the 
analysis and therefore call for distinct policies on the part of the analyst. 
Unless the conversion system has been superimposed on an anxiety- 
neurosis or some other obvious psycho-somatic reaction to frustration, 
the main difficulty in the analysis is to bring out the infantile anxiety 
reactions which are bound in the somatic symptoms. Fortunately in 
most cases this binding process has rarely been complete; and from a 
study of both the historical and the current social reactions, it is 
possible to assemble the components of a more or less widespread 
anxiety system. In the same way it is possible to uncover fragments of 
perversion-formation, which when pieced together provide one more 
point of attack on the conversion system. The validity of these recon- 
structions can be easily estimated by the degree of resistance they 
produce. 

It is not surprising therefore to find that in the first instance the 
course of transference manifestations in conyersion hysteria differs from 
that observed in anxiety-hysteria. In conversion hysteria floating 
transferences, although mostly of a positive nature, are much more 
subdued. And the spontaneous negative, although more silent in its 
manifestations, can be stubborn. In fact, should the conversion hysteria 
be based on an organ-fixation the organic elements of which are still 
operative (as in the chronic toxaemias) there is more than a chance 
that when the spontaneous negative first threatens to reach the surface, 
the patient will slip through our fingers to spend the rest of his life in 
a valetudinarian state, attended, with varying degrees of failure, by a 
muster of organic specialists. 
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To ayoid this contingency it is necessary not merely to analyse 
individual transference manifestations as they appear, but to correlate 
these various manifestations, to build up from them a consistent 
picture of the prevailing infantile transference. We must in fact 
prepare for the transference-neurosis by reconstruction just as we 
provide vent for the anxiety systems and for perversion formations 
that are concealed by the conyersion mechanisms. If we succeed in this 
process we will be rewarded by the appearance of a true transference- 
neurosis: if we fail we may be certain that the patient will leave us 
in an incompletely analysed state and that whatever improvement has 
taken place is due less to the analysis than to the positive transference. 
And not always to the positive transference; many patients are pre- 
pared to make a partial sacrifice of their symptoms in order to make 
good their escape from the psychic discomforts of analysis. 

Summing up, then, the factors that should guide the analysis of the 
hysterias, we must bear in mind (a) hysterical sensitiveness to frustra- 
tion or traumatic excitation. This must be met by free analysis of the 
balance of frustration at different stages of the patient’s life from the 
fixation period of infancy to current (precipitating) frustrations, (b) 
the cluster of polymorphous perverse phantasies that surrounds the 
Oedipus kernel of hysteria and which has a strong masochistic com- 
ponent, (c) the natural and/or defensively acquired unconscious 
homosexuality of the patient, (d) the predominance of repression and 
identification defenses, in particular expiatory identifications with both 
parents, (e) the ambivalence which appears in strength in the transfer- 
ence-neurosis and releases hysterical hatred with its nexus of death- 
wishes, (f) the predominance of separation-anxiety which is finally 
expressed during the terminal phase, and (g) the marked secondary 
gain. 

It remains only to add that few cases of hysteria will pass successfully 
through analysis without pressure having to be applied to encourage 
them to oppose their phobias and anxiety situations. In conversion 
hysteria pressure must as a rule be directed at facing social situations 
which ordinarily cause rapid exacerbation of somatic symptoms. The 
counterpart in conversion hysteria of the panic reactions observed in 
anxiety-hysteria is a kind of neurasthenic exhaustion and depression 
following any attempt to break valetudinarian rules. This corresponds 
to an ‘effort-syndrome’ and has doubtless a psycho-somatic basis. 
Pressure should not be applied prematurely and is best employed after 
thorough analytic exploration and when the positive phases of the 
transference-neurosis predominate. 


Mixed Cases of Hysteria and Obsessional Neurosis. By far the 
most accessible varieties of obsessional neurosis are those in which the 
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obsessional systems are set in a matrix of hysterial formations. They 
also provide excellent training for the approach to the purer and more 
intractable obsessional neuroses. A typical instance is that of a case 
with agoraphobia and a gastro-intestinal conversion hysteria, where 
anxieties and physical symptoms shaded over into contamination 
phobias which in turn gave rise to an elaborate obsessional ritual 
designed to neutralise the dangers of contamination. 

Theoretically regarded, this type of ‘mixed neurosis’ is of consider- 
able interest, indicating as it does that the distinction between the 
hysterias and the obsessional neuroses is not so clear cut as the classical 
clinical symptoms would suggest. There is some reason to believe that 
the factor of displacement operates in the same direction in both groups, 
that the unconscious content is frequently very similar, and that it is 
largely due to the operation of repression that the transitional 
phases of displacement are not detected in phobia formation as com- 
pared with the obsessive anxieties in which the various stages of 
displacement are indicated by the order of development of the obses- 
sional content and ritual. In other words, the phobia frequently 
appears to be an isolated element in what but for the action of repres- 
sion would be an obsessional chain of symptoms. 

However this may be, the clinical significance of these mixed cases is 
certainly very great. The opening phase is apparently much freer than 
in a pure anxiety-hysteria; on the other hand the floating transferences 
are more positive than in a pure obsessional neurosis, and consequently 
earlier signs of alleviation of symptoms may be expected than in a pure 
obsessional neurosis. It is important to note carefully in which wing of the 
total ‘mixed neurosis’ the improvement first manifests itself, for this 
gives a clue to the subsequent course of the analysis. As is to be ex- 
pected, the infantile genital anxieties are bound mainly on the hysteri- 
cal formation, although, interestingly enough, the unconscious 
homosexual elements are as a rule distributed fairly equally between 
the two systems. Should improvement first appear in the hysterical 
symptoms it is certain that the real analytic crisis will turn on the 
resolution of the obsessional elements and vice versa. When the trans- 
ference-neurosis develops—and in mixed cases the transference- 
neurosis is much more obvious than in purely obsessional types—an 
alternation of regressive movements can be detected; analytic pressure 
in the direction of the obsessions sets up a regressive exacerbation of 
hysterical anxieties or conversions, whilst analysis of the hysterical 
elements leads to an increase of obsessional symptoms. As in hysteria a 
great deal depends on the constant analysis of secondary gain during 
the later phases of the transference-neurosis. In the obsessional part of 
the neurosis this is best observed in work and social relationships, 
whereas on the hysterical side the secondary gain is mostly domestic. 
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As far as unconscious content of the mixed neuroses is concerned 
most of the factors already indicated in the case of hysteria will be 
found, Traumatic experiences in particular seem to be more readily 
found in the hysterical formations. On the other hand, the obsessional 
elements seem specifically designed to cover three main types of con- 
flict: (a) a general conflict over active and passive tendencies respec- 
tively, (b) specific conflicts over ambivalence in object relations, and (c) 
conflict due to weak repression of unconscious homosexual components. 

These general and specific conflicts, expressed, as they usually are, 
in a pre-genital idiom, give rise to most of the difficulties in the 
analysis; and as a rule analytic pressure is best directed at the obses- 
sional patterns. The traumatic elements present in the hysterical 
symptoms call for patient ‘working-through’. Dreams are more 
copiously reported than in the case of hysteria, but by the time the 
transference-neurosis develops, they become oyer-copious and, except 
in so far as transference-analysis is concerned, do not provide such an 
effective therapeutic lever. The first sign of radical improvement is 
indeed a ‘staggering’ of the dream output indicating as it does that the 
anxieties have advanced to the level of the repression barrier. Never- 
theless the analysis of these more fayourable ‘mixed neuroses’ though 
shorter than that of pure obsessional neuroses is definitely more 
protracted than that of the average case of hysteria. 


Psycho-sexual Inhibitions. The first point to remember about 
psycho-sexual disorders is that although their etiology may correspond 
in some cases to that of the psycho-neuroses, they are not, in the 
strictly Freudian sense of the term, symptom-formations: hence, 
their analysis cannot be expected to follow the same lines as that of the 
psycho-neuroses. The action of inhibition operates at a later stage in 
the defensive process than is the case with psycho-neuroses, and 
consequently involves ego-function more exclusively. Inhibition is in 
fact the last line of ego-defence against unconscious conflict and in the 
cases we are now describing, operates, as a rule exclusively, along 
psycho-sexual channels. In other words, unless the inhibition is 
secondary to compromise formation, there may be no sign of neurotic 
symptom-formation. 

Secondly, by no means all psycho-sexual inhibitions should be given 
the same etiological rating as the psycho-neuroses. Like all functional 
disorders they can be indicative of disturbance at any point in the line 
of mental development, and consequently may be associated as often 
with psycho-somatic states, or psychotic symptom-formations as with 
the psycho-neuroses. For this reason, too, it is not possible to judge of 
their importance by the extent of the inhibition. A mild degree of 
impotence, for example, may be exceedingly intractable, especially 
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where any extensive pre-genital fixation exists. On the other hand 
total impotence of reasonably short duration may respond rapidly to 
psycho-analytical treatment. Indeed a large number of cases of 
apparently severe impotence can be effectively dealt with by a short 
exploratory approach along analytical lines without embarking on a 
regular analysis. For this reason a good deal of discrimination is called 
for before an accurate prognosis can be arrived at and appropriate 
treatment recommended. It is too commonly assumed by psycho- 
analysts that any mental disorder or malfunction should be automatic- 
ally subjected to psycho-analytical treatment. 

When, therefore, we include certain types of impotence, ejaculatio 
praecox and frigidity in the group of ‘mild’ cases, it is to be assumed 
that in such instances we are dealing with difficulties arising pre- 
dominantly at the genital stage of infantile development. Only when 
this is the case is it permissible to give them an etiological rating 
equivalent to that of the psycho-neuroses. 

It is unnecessary to do more than recapitulate the main etiological 
factors responsible for cases of impotence and ejaculatio praecox. The 
influence of incestuous phantasy is manifested in gross forms of 
castration-anxiety; the underlying disposition may be described as 
sado-masochistic in character or in terms of reactive instinct, an active- 
passive disposition; genital components are disturbed by pre-genital 
elements in the order urethral, oral and anal erotism: pathogenic 
mother-identifications are common, and unconscious homosexual 
components are often decisive. In short, there is a close resemblance 
between the etiological factors of psycho-sexual inhibition and those 
indicated in the description of hysteria. In the impotence group the 
sadistic factors are more prominent than in praecox cases where a 
passive masochistic disposition is more obvious, and narcissistic forms 
of object-choice are the rule. Distinctions between the two types can 
be more accurately effected by studying the general characteristics of 
the patient. Praecox cases, for example, manifest an obsessional disposi- 
tion more frequently than do cases of impotence. 

But despite the similarity of the etiological factors to those in the 
psycho-neuroses, the course of the analysis is by no means identical. 
For the first few weeks or months it usually appears to go well, but as 
the more unobtrusive resistances to the uncovering either of the strong 
castration complex or of a homosexual fixation begin to develop, it is 
only too easy to enter on a prolonged period of stagnation. Nor has the 
analyst the advantage as in hysteria of being able to exploit a florid 
transference. The spontaneous transference is relatively mild and rarely 


‘develops into a true ‘transference-neurosis* unless the sexual inhibition 


is combined with manifest psycho-neurotic features of an anxiety type. 
It is sufficiently positive to keep the analysis going but the narcissistic 
13 
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(negative) aspects do not readily appear without active interpretative 
effort on the part of the analyst. Interpretation should be concentrated 
in the first instance on derivatives of castration-anxiety which cannot 
be too freely ventilated; secondly, on pre-genital and homosexual 
defences particularly on male pregnancy phantasies; and, thirdly, on 
the factor of secondary gain which plays a usually important not to say 
peculiar part in the analysis of such cases. 

It is in this last connection that one realises the importance of 
diagnostic discrimination. Impotence in the case of those about to be 
or actually married is in practice of a different category from the 
impotence observed in younger, unattached males. In the former case 
the secondary gain is immediate, in the latter it is prospective and 
serves the same function as do those social or work inhibitions which 
have the effect of preventing marriage or at any rate delaying it 
considerably. The secondary gain of the married impotent is extremely 
marked, for in this case the early ambivalence to women develops a 
more active sadistic character and is unconsciously exploited to the full 
in the marriage situation. This ambivalence, however, is not too hard to 
uncover and active interpretation usually brings the analysis to an 
effective crisis. In the unattached male the gain might well be des- 
cribed as ‘negative’ in the sense that it is prospective and protective. It 
is harder to uncover, yet unless it is freely ventilated the analysis is 
threatened with failure. 

With appropriate changes in sexual aim and object, identical 
etiological factors and therapeutic considerations apply in the analysis 
of cases of frigidity. Here again two types can be distinguished, cases 
where the inhibition is almost exclusively-genital and treatment turns 
on the resolution of the female castration complex and cases in which 
a marked homosexual fixation exists. In the case of frigidity it is even 
more important than in the case of impotence and ejaculatio praecox to 
establish as soon as possible the particular sub-group to which the 
patient belongs. Partly because the more passive orientation of the 
woman plays into the hands of an inhibitive system, and partly 
because of the marked development of secondary ego-syntonic 
narcissism, frigidity systems are supported by characterological 
defences. Indeed when these general dispositions are combined with a 
strong unconscious homosexual fixation, frigidity does not qualify for 
inclusion amongst the ‘mild’ group. On the contrary, such cases are 
amongst the most intractable in the analytic calendar. The most 
favourable types are those in which fear of penetration plays an active 
part. 

Allowing for the fact that on the whole the prognosis of frigidity is 
less favourable than that of impotence, the analysis follows roughly the 
same course. Transference, except in the purely vaginal types, is just 
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sufficient to preserve the analytic situation and the analysis can readily 
reach stalemate. A transference-neurosis does not as a rule develop and 
success depends not only on a thorough analysis of genital elements, in 
particular the unconscious homosexual phantasies associated with 
clitoral activity, but also on exhaustive exploration of the charactero- 
logical structure, in which pathogenic introjections and identifications 
are embedded. As in the case of impotence secondary gain is a marked 
feature and since it is largely directed towards the preservation of a 
secondary and compensatory narcissism, requires often prolonged 
‘analysis before any alleviation of symptoms occurs. 

As can be understood measures of active interference cannot be 
applied as in the case of the chronic psycho-neuroses. And particularly 
with unattached men and women, the state of improvement can often 
be surmised only from changes in any associated symptoms, e.g. social 
inferiority. A case of apparent frigidity which proved on closer 
examination to be mainly due to penetration-anxiety was treated 
shortly after divorce from her first husband. It was associated with 
severe social anxiety and incapacity to make social contact or even to 
conduct conversation. The analysis was continued to the point where 
social contact improved and was discontinued when sexual phantasy 
appeared to arouse less anxiety. Only six months later when the 
patient contracted a second marriage was it possible to ascertain that 
the earlier frigidity had disappeared. In this case it did not seem likely 
that the condition was facultative: the accompanying social anxiety 
was too severe. But of course in many cases of impotence and frigidity 
an apparently brilliant success is due more to the selectiveness of the 
inhibition than to the analysis. It is always well to allow for spontaneous 
cure based on object choice when recording one’s results, though no 
doubt a timely analysis is likely to promote less infantile forms of 
object-choice. In the case of married persons or of those involved in 
more or less promiscuous sexual attachments, it is possible though by 
no means always desirable to employ active measures designed to 
influence sexual conduct during the analysis. It is clear that during 
resistance phases patients make frequent attempts to cultivate failure 
by their method and timing of intercourse. Where this form of 
resistance is gross, a certain amount of direction may be unavoidable, 
but as a rule it is much better to overcome the resistance by analysis 
than by the proffer of advice which may only increase the patient’s 
negative reaction and is in any case difficult to distinguish from 
ordinary suggestion-therapy. 


Facultative Bisexuality. In view of the fact that the psycho-analysis 
of cases of active homosexuality is extremely difficult and rarely very 
rewarding to the patient (the analyst of course can learn a good deal 
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of the nature of pathogenic identifications thereby), the inclusion 
amongst the mild or accessible group of cases of facultative bisexuality 
may suggest undue optimism. Yet in fact, cases of this type, which 
usually come to consultation about the age of twenty-five, when the 
problem of whether or not to marry is beginning to loom ahead, are 
frequently as accessible as moderately severe phobias or mild obsessions. 
Naturally, accurate diagnosis and careful therapeutic selection are 
essential to success. The most suitable types are those with a history of 
a traumatic seduction dating from about the beginning of the latency 
period, with clear indications of a predominant genito-sexual (castra- 
tion) anxiety and with a protective but pathogenic identification with 
the parent of the opposite sex. Social inhibitions of a ‘shyness’ type 
together with occupational frictions are common but must be clearly 
distinguished from protective aversions of a projective type. These 
latter have a graver prognosis. 

The defensive regressions present in such cases are of two types, 
those that correspond with the regressions giving rise to anxiety-hysteria 
and those which correspond to the regressions found in mixed cases of 
hysteria and obsessional neurosis. Hence the dynamic factors and un- 
conscious constructions that must be uncoyered are similar to those 
already indicated in the case of these psycho-neuroses. The transference 
manifestations, however, vary more widely. Three main groups can 
be isolated, those in which the spontaneous transferences are weakly 
positive and a transference-neurosis can only with difficulty be 
elicited, cases which soon develop a mildly negative transference and 
tend to slip through the fingers and those in which a manifestly erotic 
transference makes its appearance, leading to a prolonged analysis 
which, unless vigorous interpretative steps are taken, is liable to end 
in stagnation. It is essential in such cases not to be sidetracked by 
analysis of the manifest, if loosely organised, homosexual system and so 
neglect to yentilate the latent homosexual organisation and the 
pathogenic identifications on which it is based. Cases with early nega- 
tive transferences require early interpretation of the passive anxieties 
bound by these reactions, as indeed do all early negative transferences. 
In the more favourable cases transient symptom-formations varying 
from mild conversions to spells of mild obsessive thinking and ritual 
may make their appearance, and a variety of psycho-somatic crises may 
develop; but the resolution of these substitute discharges usually 
promotes a more effective (analysable) transference, sometimes even a 
transference-neurosis of a mild type. Active interference with the 
gratification of homosexual practices should be delayed until these or 
other substitution products are freely analysed, and the transference 
situation can bear the strain of interference. In the simpler cases no 
interference is necessary, 
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Marital Problems. Strictly speaking, this group should be bracketed 
with ‘pre-marital’ problems, indicating that some of the most severe 
breakdowns can occur before as well as after marriage, can indeed 
develop when the marriageable age approaches and in the absence of 
any direct commitments to marriage. As, however, we have con- 
sidered two of the commonest sources of premarital difficulty under 
the heading of sexual inhibitions, we may proceed to review the most 
favourable types of marital problem. Needless to repeat, marital 
problems, although a source of steady and not inconsiderable revenue 
to the psycho-analyst, are seldom easy to deal with, and only a few 
qualify for inclusion in the ‘mild’ group. The greatest care must in 
every case be taken to estimate beforehand the amount of secondary 
gain secured by both partners to the contract, and to ascertain 
whether the impetus to analysis has been provided by the prospective 
patient or by his or her partner. Anything approaching domestic 
blackmail on either side is an absolute contra-indication to an analysis, 
partly because the analysis is thereby foredoomed to failure and 
partly because an ineffective analysis foredooms the marriage to 
failure, 

The most suitable and relatively accessible types are those in which 
an otherwise satisfactory marriage is prejudiced either by sexual 
inhibitions (impotence, frigidity) of a predominantly genital type or by 
mild facultative perversions. But of course there must be no doubt 
regarding the mildness or genital etiology of the symptoms; for, as has 
been pointed out, even some seemingly mild cases of impotence and 
frigidity or facultative homosexuality, when accompanied by char- 
acterological defects or when acting as ‘screen-formations’ to protect 
an underlying homosexual organisation, are amongst the most 
difficult cases with which the analyst is confronted. 

Little need be added to what has already been said regarding the 
analytic handling of such cases, except to re-emphasise the enormous 
amount of secondary gain present and to indicate that only in the rarest 
cases does a true transference-neurosis develop. Clearly the pathogenic 
spontaneous transferences have already been bound to a considerable 
extent in the unsatisfactory marital situation, and although in favour- 
able instances the loosening up of these infantile marital situations 
leads to an increase in the strength of the transference, the process of 
detaching infantile fixations gives rise to the defusion of a good deal of 
infantile masochism or sadism, manifested respectively in a pseudo- 
positive transference or in a manifest ambivalence within the analysis. 
Although a great deal can be done by direct analysis of current crises in 
the marriage, greater attention should be paid, first, to the analysis of 
the unconscious factors in the situation and, second, to the resolution of 


delayed transferences. 
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Social and Work Inhibitions. Precisely the same diagnostic and 
therapeutic considerations apply to social inhibitions and inhibitions of 
working capacity as to cases of sexual and marital disorder. A great 
variety of such cases seek analysis and the most careful examination is 
necessary to establish to which particular clinical ‘layer’ they belong. 
Distinction should of course be drawn between cases in which the 
inhibition is the sole manifestation of disorder and those in which it is 
secondary to other more organised disorders of a neurotic or psychotic 
type. The more uncomplicated forms can be classified in accordance 
with their etiological rating and this runs in a descending scale from 
mainly hysterical equivalence to a schizoid or schizophrenic equival- 
ence. The cases we are concerned with in this particular section are 
those in which the inhibition is of the same rating as mild hysteria, or 
mild sexual inhibition, and which commonly come to analysis in the 
age period of sixteen to twenty-five years. Many of them suffer from a 
combination of social and occupational inhibition, or may manifest 
alternating periods of sexual and of social difficulty. 

It is unnecessary to repeat the etiological factors responsible for these 
more accessible inhibitions; they are practically identical with those 
found in the anxiety states and in cases of mild impotence and frigidity. 
Of more practical significance is the policy that should govern the 
analysis in each particular case. In this connection it is essential to 
ascertain as soon as possible the strength of the latent homosexual 
organisation and defences, since this determines largely both the degree 
of resistance and the variety of transference reaction that can be 
expected. Some additional information regarding this point can be 
secured by studying such transitory symptom-formations as make their 
appearance. As might be expected, cases exhibiting occasional anxiety 
or conversion symptoms are more readily accessible, whereas those 
where character formations follow an obsessional pattern are much 
more resistant. This is tantamount to saying that where the infantile 
anxiety underlying the inhibition is connected mainly with a positive 
genital Oedipus fixation a fairly rapid improvement may be expected, 
whereas in cases where the negative genital Oedipus fixation pre- 
dominates more prolonged defence is to be expected. 

When the distribution of infantile genital libido and of reactive 
anxiety has been determined it is comparatively easy to anticipate the 
form and intensity of transference phenomena. In social inhibition of 
infantile genital origin a fairly strong spontaneous transference gives 
the analysis its first impetus, although early spurts of negative 
transference are more frequently observed than in the early stages of 
an analysis of anxiety-hysteria. The situation is on the whole similar 
to but less dramatic than that found in the analysis of cases of ereuto- 
phobia. In working inhibitions of a persistent type and especially where 
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obsessional elements can be detected, the spontaneous transference is 
just sufficient to keep the analysis going up to the point of effective 
interpretation. 

To understand the subsequent course of the transference and the 
development or otherwise of an analytic situation corresponding to a 
transference-neurosis, it is necessary to realise that in these cases, as in 
the sexual inhibitions, the dynamic situation differs from that observed 
in the anxiety-hysterias. The existence of an inhibitory system has 
spared the psyche the necessity of neurotic symptom-formation. There 
exists, moreover, a closer relation between social and work inhibitions on 
the one hand and sexual inhibitions on the other, Not only may they 
run a parallel course but, as has been suggested, they may run an 
alternating course. In many instances the first sign of progress in the 
analysis of a pure work inhibition is the appearance of transitory 
(sometimes marked) psycho-sexual inhibition. During this period no 
great change occurs in the floating transferences. The freeing of 
sexual anxiety, however, then leads in some instances to the appearance 
of psycho-neurotic formations of a mild type. When these are subjected 
to analysis, something approaching a transference-neurosis may become 
manifest; although here it should be remembered that in obsessional 
types the transference-neurosis is of a quiet rather than a flamboyant 
order. It should be clear therefore that a characteristic ‘transference’ 
is not to be expected until the secondary inhibitory systems have been 
analysed. And in fact the majority of cases can be effectively analysed 
without any dramatic change in the current alternations of positive 
and negative transferences. 

When the question of active interference arises, this should be 
undertaken less with a view to mobilising a potential transference crisis 
as to induce the patient to discharge in the preconscious system increas- 
ing charges of the anxiety which lies behind the inhibition. Needless to 
say these devices should be employed, if at all, only when stagnation is 
threatened; activity in the face of actual stagnation is accurately read 
and discounted by the patient as a sign of negative counter-transfer- 
ence, which indeed it almost invariably is. 

Useful practice in the handling of pure inhibitions can be gained 
from the analysis of mild psycho-neuroses in which either social or 
work inhibitions are secondary to or associated with the neurotic 
symptom-formations, particularly those ‘mixed’ neuroses in which 
during the analysis the resistance swings from one wing to another of 
the defensive structure. On the whole a pure work inhibition is more 
difficult to resolve than the corresponding neurosis or sexual inhibition. 
This is due partly to the defensive canalisation of conflict in a social 
direction and partly to the greater involvement of ego-structure. There 
is thus a double buttress of defences to penetrate, as compared with the 
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anxiety states and mild sexual inhibition in which ego-structure is for 
all practical purposes intact. For this reason prolonged exploration of 
ego-formations (identifications) is an essential part of analysis. This is 
particularly true of inhibitions occurring in the early twenties, where 
for example the inhibition expresses, to take the case of the male, an 
ego-rebellion against the father imago and a powerful identification 
with the father via super-ego structure, both of which factors operate 
at the infantile genital level. 


Reactive (anxiety) Depressions. Analysis of social and work inhibi- 
tions is a useful preamble to the study of reactive depressions. Analytic 
consulting-rooms are flooded with cases in which a reactive depression 
of a mild type is masked by complaints of general dissatisfaction or 
uncertainty and unhappiness over an incapacity to ‘make good’, or 
‘realise’ themselves. They may present themselves at any age from 
the early twenties up to the late thirties, and their complaints are 
usually associated with inadequacy in loye-feelings leading, where 
marriage has taken place, to marital inadequacy. Apart from these 
more masked cases, a number of straightforward reactive depressions 
with a fairly obvious infantile genital etiology together with a general 
tendency to depressive or cyclo-thymic reaction, respond well to analysis 
and may be included in the ‘mild’ group. Some of them, indeed, 
respond so readily that it is an open question whether they should 
undergo a full analysis or be given an exploratory examination along 
psycho-analytical lines. 

Incidentally, I have a strong suspicion, based on experience of 
examining ex-analysands, that many analysts who talk with some 
glibness of their success in ‘analysing depressions’ fail to distinguish 
between reactive and endogenous depressions. A similar remark may 
be made about the analytic diagnosis of schizoid or schizophrenic 
conditions. A well-known analytical psychiatrist was notorious for 
diagnosing his most harmless acquaintances as ein bisschen Schizophrene 
(having a touch of schizophrenia). I have frequently had the oppor- 
tunity of examining ex-analysands who, I was credibly informed by 
their analysts, had been schizophrenic, but who appeared to me to have 
manifested nothing more than a severe obsessional neurosis, character- 
neurosis or psychopathy, with some exaggerated contamination 
reactions and, naturally, a good deal of projective defence. Such 
mistaken diagnoses may serye to assuage the analyst’s inferiority 
feeling by suggesting a therapeutic capacity he does not actually 
possess, but in the long run they bring psycho-analysis into disrepute 
by encouraging faulty prognosis in real cases of depression or schizo- 
phrenia. Psycho-analysts have too long looked down their noses at the 
‘psychopathic’ category and have by this means been led to make 
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exaggerated claims as to their proficiency with alleged psychotics. Lay 
analysts in particular are prone to this defensive obsession. 

Even amongst those reactive depressions which can be included in 
the mild or accessible category there exist wide clinical variations, 
depending partly on constitutional, partly on developmental factors, 
partly on the prevailing type of symptomatic response and partly on 
the nature and duration of the precipitating factor of frustration. The 
latter may sometimes be recognised as traumatic crises in the history 
of the libido; or on the other hand the frustrations may not be very 
remarkable in themselves but operate through the element of summa- 
tion, producing thereby the impression of an endopsychic depression. 
What these milder cases have in common is frustration of genital 
libido which may either be massive or be spread more thinly over a 
number of years. The latter type of case is more difficult to assess. 
The patient may appear to be well integrated but to haye suffered from 
recurrent depression manifested mainly at puberty, during late 
adolescence, in the marriageable twenties or again in the married 
thirties and forties. Closer examination enables the analyst to dis- 
tinguish between mainly ‘anxiety’ types and those in which an 
exaggerated guilt system is expressed through a mildly obsessional 
character. The patient usually presents an allergic type of reaction to 
minor frustrations in current life; these are apparently felt to be 
traumatic, and in some cases are followed by periods of aggressive 
activity of a slightly persecuted type. An undertone of oral frustration 
is associated with the more obvious signs of genital anxiety, and it is 
not difficult to uncover either earlier forms of homosexual interest 
or over-active defences against a strong but latent homosexual system. 
Masochistic reactions are often manifest but are as frequently masked 
by states of querulance. 

These manifestations give a clue to the direction the analysis should 
follow. The spontaneous transference is usually positive enough to 
sustain the analysis of an historical series of traumatic reactions, and this 
process is steadily pursued in series and more and more depressive 
crises are brought within the orbit of the analysis. Oral reactions which 
at first seem to predominate both in associative and in dream-material 
begin to give place to more characteristic infantile genital anxieties. 
At this point a mild transference-neurosis may be observed in which, 
however, there is much more ambivalence than is found in the early 
stages of an analysis of anxiety-hysteria. It is at this point that the core 
of the depressive situation can be approached. ‘Through constant 
analysis of dream-material, which fortunately is usually copious and 
informative, and through study of day-to-day reactions to social or 
sexual contretemps, the pathogenic identifications with both parents 
can be uncoyered. This is essential to the analysis of the central guilt 
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situation, and it usually becomes evident that the patient during early 
childhood has been able to maintain a tenuous and narcissistic relation 
with his parents only by dint of converting his grievances into guilt, 
thereby binding to some extent his excessive masochism. 

A characteristic feature of such cases is the double negative 
identification with parents. This is expressed in two ways, through the 
mostly unconscious homosexual defences and through the usual 
castration-anxieties. The analysis of these identifications, which 
frequently have the force of part-introjections, is excellent practice 
for the handling of true endogenous depressions. And the same may be 
said of the rather florid depressive reactions occurring at middle-age 
and later, in which acute and rapidly varying obsessional systems are a 
characteristic feature. Here we can study a transitional form which 
links the psycho-neuroses to the narcissistic neuroses. 

Needless to add, even in those depressive cases which do not develop 
any transference-neurosis or whose symptomatic reactions are ex- 
tremely intractable, any form of active pressure is contra-indicated. It 
is evident that to adopt such procedure can only reactivate such 
traumatic reactions as haye already been dealt with. And indeed the 
whole success of the analysis may be jeopardised by pressure of any 
sort. For this reason the terminal phase of many of these cases may be 
more protracted than all the other stages put together. The possibility 
of terminating the analysis may be lightly canvassed from time to 
time but the actual recommendation should not be made until not only 
is the traumatic-masochistic core fully worked through but the patient 
shows some capacity to deal with current frustrations without excessive 
reaction. 


Mild Crises. In conclusion we may consider what types of ‘analytical 
crisis’ are to be met with in the analysis of cases coming in the mild, 
„accessible group. For it will be admitted that, among the many discon- 
certing experiences with which the commencing analyst may be con- 
fronted, sudden crises which threaten the continuance of the analysis 
are most likely to cause alarm, despondency and searching of heart. 
To this day I have remained impressed by the course of my first 
analysis of an apparently severe obsessional neurosis. ‘The analysis 
lasted exactly two months, during the second of which his obsessional 
symptoms began to disappear in a most gratifying fashion. In the fourth 
week of the second month I realised that he was going to slip through 
my fingers; and in fact he broke off in a symptom-free condition. 
Almost thirty years later he is still entirely free of obsessions and leads 
an active and moderately happy life. Strange as it may appear in the 
present era of interminable analyses, analyses of three to six months’ 
duration were then common enough; and apparently the results did 
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not differ very much from those obtained in similar cases nowadays by 
long analysis. Yet it was impossible to maintain that this case had gone 
beyond the first stage of analysis. To attribute the result to positive 
transference was much too simple an explanation and I could only con- 
clude that as the analytic approach to his latent homosexuality grew 
nearer, his gain from illness could not be maintained in the face of a 
developing homosexual transference. In other words, he escaped from 
an approaching ambivalent transference-neurosis by sacrificing his 
ill health. 

Analytical crises can be classified in a number of ways. They may 
take the overt form of violent symptomatic exacerbations, of an un- 
controllable transference-neurosis either positive or negative, of acute 
working inhibitions, of uninhibited extra-analytical conduct; or on the 
other hand they may take more insidious forms of analytical stagnations 
which although clinically unobtrusive are, certainly in the early 
stages of the analysis, to be regarded as crises. Crises can also be sub- 
divided into Id, Super-ego and Ego types; this is perhaps the most 
useful way of regarding them, and gives a clue to the appropriate 
treatment. 

In the conversion hysterias the signals of an approaching crisis are 
naturally mainly symptomatic and it should be remembered that 
where the neurosis is nourished by an extreme sado-masochistic 
disposition, the patient may unconsciously push these symptomatic 
crises to extremes. In anxiety-hysterias the crises are as a rule also 
symptomatic and tend to be recurrent; they constitute a measure of 
the ‘near-panic’ that has developed. The most violent of these occur 
when the latent homosexual structure is approached either in the 
process of general analysis or during the transference-neurosis. Any 
sudden increase of excitation is liable to provoke them. In the ‘mixed’ 
hysterias and obsessions, symptomatic crises are less marked, although 
the patient may push his obsessional symptoms to the point where they 
interfere still more extensively with his social life. The object is of 
course to block any return to normal life with its increasing threat of 
heterosexual activity. In the sexual and social inhibitions acute 
exacerbations may occur but are less violent than in the transference 
neuroses; the unconscious preference of the patient is to escape from 
the analytic situation by reducing his social life to a state in which 
even if his symptoms were reduced, he would have difficulty in leading 
a normal life. In the mild depressions, there is little difficulty in 
observing that the crises relate to the traumatic (guilt) foci of the 
condition, and can be easily measured by the affective condition of the 
patient. The amount of working through necessary to prevent these 
crises arising is, more than in any of the other conditions described in 
this group, a justification for prolonged analysis. 
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Needless to say in all the instances quoted above, the situation could 
have been explained in terms of ‘unanalysed transferences’, but this 
slogan is cold comfort to the commencing analyst who usually responds 
to his control analyst’s warnings by dashing to ‘analyse the negative’, 
thereby more often than not increasing the patient’s spontaneous 
negative, and producing in himself a negative counter-transference. 
Clearly, analysing ‘the negative’ or ‘the aggression’ in the transference 
situation can be effective only if we understand the original develop- 
mental situations which haye determined the illness and which have 
been transferred. Analysing the ‘negative’ without this orientation has 
the same effect on the patient as telling him he is ‘resisting’; it is in 
fact a form of analytical reproach, and is justly resented by the 
patient. 

But when all is said, we can end this account of mild cases on a note 
of comfort for the commencing analyst. Grave crises seldom occur in 
this group, and when they do, are usually attributable to bad selection 
of cases, to which incidentally most enthusiastic analysts are only too 
prone. Given careful selection the analyst will find his work among this 
group repaid by gratifying successes; in no other group will he be able 
to obtain the same results. Finally, he should remember that his 
analyses will not come to grief because he has made one or two mistakes. 

As I have recounted earlier, Sachs used to tell his students not to be 
too worried should they find after any given session that they had 
overlooked some important item of dream-analysis, or had been un- 
able to analyse the ‘whole’ dream or had omitted to make what in 
retrospect seemed an ‘obvious’ interpretation. ‘If the situation is 
important enough’ he said ‘another opportunity to interpret it is sure 
to arise’. No doubt it is undesirable to extract too much solace from 
such aphoristic pronouncements; like Rank’s dictum ‘ When in doubt, 
reverse’ they may either tend to lull the legitimate anxieties of the 
commencing analyst or lead to rigidity in his technique. But up to a 
point they have genuine reassurance value. And incidentally, if 
training-analysts were completely frank they could add still more to 
their students’ peace of mind by admitting that even in the analysis of 
mild tases they too are prone to frequent error. 


CHAPTER XIII 


THE ANALYST’S CASE-LIST (2) 


Moderately Accessible Cases 


B- proceeding to consider our second 
clinical group, namely, disorders of some gravity which nevertheless 
are moderately accessible to analysis, it is well to look back on those 
mild and mostly favourable cases, which, incidentally, appear all too 
infrequently in the average analyst’s case-list, in order to determine 
the criteria by which this second grouping can be reliably effected. In 
the case of the favourable psycho-neuroses and also of the mild psycho- 
sexual inhibitions, a structural distinction is easy to establish. The con- 
versions, anxiety phobias, and the ‘mixed neuroses’, though interfering 
with ego function to a varying extent, are more or less localised or 
encapsulated; the ego itself is intact and its unconscious institutions, 
symptom areas apart, function normally. This is also largely true of 
the mild sexual inhibitions, although here the more dynamic term 
‘canalised’ is preferable to the structural caption ‘encapsulated’. It is 
less true of mild perversions, of some marital difficulties, of most 
inhibitions in work and of mild depressions, in all of which ego 
function is also faulty. This does not mean that ego- and super-ego- 
analysis is not an essential part of the treatment of ‘encapsulated’ 
cases. No analysis can proceed without ego- and super-ego-analysis. 
But it does mean that in the graver cases we are about to consider the 
disorder lies not only in the method of discharge or control of patho- 
genic (Id) excitations but also in the discharging and controlling 
apparatus itself (Ego and/or Super-ego). 


Obsessional Neurosis. Having laid down these general indications, 
it may seem somewhat inconsistent to put at the head of the second 
group and give the lion’s share of attention to cases of obsessional 
neurosis; for these, despite their widespread ramifications which often 
strangle the conscious ego, appear to be structurally encapsulated. 
Clinically speaking, however, it cannot be denied that a major obsessional 
neurosis is a severe and intractable disorder in which only moderate 
analytical accessibility prevails. And when we add to this the fact that 
moderately deep analysis of such cases sometimes discloses the existence 
of a depressive or persecutory substructure for which the obsessional 
neurosis acts as a defensive cover, the apparent inconsistency will be 
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There is, however, yet another reason for including the pure 
obsessional neuroses in this particular category. Although the ego of 
the obsessional neurotic, however gravely it may be handicapped and 
hemmed in by obsessional symptoms, is not in itself disordered, many 
obsessional formations can be traced to the operation of mechanisms 
which ordinarily contribute to the development of normal ego-forma- 
tion, in particular the mechanisms of displacement and of reaction 
formation. In consequence, a pure obsessional system gives the im- 
pression of being partly constituted of fragments or residues of an 
earlier and more primitive ego, operating within the field of the 
neurosis. It is also easy to distinguish amongst these distorted frag- 
ments, elements of archaic super-ego formation. When to these con- 
siderations we add the fact that in many instances the mental content 
associated with disturbed function seems to have escaped the action of 
repression, it is apparent that within the range of the manifest symp- 
tom-formations, we can study more or less directly samples of the 
various elements in cenflict which in the hysterias can only be un- 
covered after painstaking analysis; we can also trace much more 
clearly than in the hysterias the links with a variety of other and 
for the most part more severe pathological states, neurasthenias, tics, 
drug-addictions, fetichisms, and other sexual perversions, depressions, 
hypochondrias and reactions of a persecutory type. 

Yet the fact remains that with a few exceptions an obsessional 
neurosis eyen if untreated does not regress in depth; it may continue to 
spread but does not give place, for example, to psychotic constructions. 
This fact enables us to understand why, in spite of the apparently free 
access to unconscious pathogenic content, the analysis of an obsessional 
neurosis is much more difficult than that of a plain anxiety or conversion 
hysteria. To be sure, there are some hysterias in which the possibility 
of underlying psychotic fixations has to be borne in mind; but these 
are relatively infrequent. In the case of obsessional neuroses we cannot 
escape the impression that, as well as dealing directly with specific 
conflicts, the function of the symptom-formations is to protect the 
individual against deeper regressions, and that during his early develop- 
ment he has precociously exaggerated his ego and super-ego defences in 
order to escape from an earlier traumatic state of over-excitation. 

But, to begin with at any rate, these apparently more sinister 
aspects of obsessional function need not intimidate the analyst or incite 
him to rash courses of interpretation. It is better to keep in mind in 
the first instance the relations between the analysis of hysterias and 
that of the obsessional states, singling out at the same time those 
differences which give some indication as to the general policy of 
treatment in obsessional cases. The main points can be conveniently 
classified under the following headings: the state of spontaneous trans- 
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ferences, the nature and handling of precipitating factors, the special 
varieties of ego- and super-ego-analysis required, the manifestations 
of the transference-neurosis, the use of pressure techniques and the 
methods of terminating analysis. 

Whereas in cases of mixed hysteria and obsessional neurosis the 
opening stages carry sufficient floating transference to help the patient 
over his early analytical difficulties, in pure obsessional states the situa- 
tion is otherwise. The patient’s copiousness of communication may 
create in the analyst a false impression of accessibility. Actually the 
floating transferance is much weaker, or perhaps it would be better to 
say more inhibited; and the copiousness of association is really a` 
defensive symptomatic manifestation which, unless properly handled, 
tends to persist throughout the analysis. Indeed, were it not for the 
fact that the patient has been in the habit of employing similar reac- 
tions in everyday social contacts, it would be possible to say that he 
commences his analysis with a defensive transference-neurosis. As we 
shall see, however, the obsessional transference-neurosis is accom- 
panied. by a loosening of the obsessional technique and the appearance 
of transference-reactions of a traumatic type. In the early stages 
traumatic memories are skilfully covered, and their place is taken by a 
sensitive preoccupation with lesser obsessional reactions to the slights 
and misfortunes, the slings and arrows of everyday life. 

Another feature of the opening phase is the degree of ‘intellectual- 
ised insight’ into the content of symptoms and often of dreams. This 
is in striking contrast to the obtuseness of the hysteric, and sooner or 
later must be recognised as yet another spontaneous resistance. At this 
stage, however, attempts to reduce the resistance by direct interpreta- 
tion will not only be unsuccessful but add a good deal to the patient’s 
already considerable frustrations. The analyst must be ready to allow a 
more ample period of expansion in the first stage, including a good deal 
of obsessional repetition; and he should concentrate his attention on 
two problems; first, the nature of the precipitating factors; and, second, 
the comparative strength of the patient’s active-passive tendencies. 
Ashas been indicated in the case of the mixed neuroses, these focus on his 
unconscious bisexuality, his sado-masochism and his object ambival- 
ence. What the analyst can do with greater advantage in this stage is 
to follow up such traumatic crises as he suspects may have precipitated 
the illness. This will gradually lead the patient to discover some of his 
hidden emotions and recognise his ego-sensitiveness, and is an excellent 
preparation for the ego-analysis that must soon follow. An indication of 
the success of this procedure is the amount of anxiety that is loosened; 
and in general it may be said that one of the earlier aims of the 
analysis is to bring to the surface reactions which but for the-primacy of 
obsessional mechanisms might well have led to the formation of 
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anxiety-phobias. Put a little too schematically, we might say that we try 
to drive the patient from his obsessional positions into the relatively open 
field of hysterical reaction. 

To do so, however, we must first release his infantile genital libido. 
And here we have the clue to the handling of the obsessional content, 
whether this takes the form of thought, speech, action or ritual. As has 
been observed, a good deal of this seems to have escaped the action of 
repression, is less subject to distortion, and presents a thinly disguised 
and largely pre-genital version of Oedipus phantasy and rivalry. 
Early dreams, too, may contain apparently unmodified Oedipus frag- 
ments, and create the impression that the infantile core of the neurosis is 
readily accessible. This is, of course, a false impression; the defensive 
technique is in fact similar to that observed in the analysis of many 
sexual perversions, where the actual perverted system serves to hold in 
part-repression the more pathogenic aspects of the Oedipus situation 
(Sachs). The analysis of the manifest obsessional content must there- 
fore take two directions; the uncovering of earlier pregenital anxieties 
and of later infantile genital guilts. In the first stages of the analysis, 
preference should be given to the second of these directions; the un- 
covering of earlier pre-genital anxieties is scarcely possible until later 
stages of the analysis when the precociously developed but vulnerable 
ego-systems have been laid bare. 

No sooner, however, do we seek to disentangle the main identifica- 
tions on which ego defence is based than we encounter the full 
strength of obsessional defence, a state of affairs which coincides with 
the emergence of the obsessional transference-neurosis. This of course 
is less obtrusive than in the case of anxiety-hysteria and at first consists 
simply of an attempt to convert the analytic situation into an obsessive 
system. Unless effective loosening of this process is achieved, the analysis 
is doomed to stalemate. And at this point it is essential to be clear 
towards which of the instinctual factors the ego-defences are mainly 
directed, whether to the latent bisexuality, to sado-masochistic fixations 
or to ambivalence in early object relations. More perhaps than in any 
other clinical condition it is clear in the obsessional neurosis that ego- 
analysis is an essential part of libido-analysis and vice-versa. 

Fortunately the diphasic nature of most obsessional formations gives 
the analyst more ready openings to ego-analysis than in the case of the 
hysterias. In the latter instance, although the normal aspects of 
identification are not difficult to uncover, the part played by early 
identifications in the actual pathogenic process is not manifest, whereas 
in obsessional cases the conflict between super-ego and Id elements is 
represented in the alternating phases of the obsessional thoughts or 
rituals. But although we cannot go very far wrong in directing the 
analysis of the ego we must be ready to meet with very powerful 
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opposition. As has been said, the first stage of the transference-neurosis 
with its increasing preoccupation with current life threatens to hold us 
up, and we can soon see that what mobilises the patient's defence is a 
simultaneous threat to his primary and to his secondary gain. With 
increasing analysis of his gain mechanisms we may be rewarded with a 
change in the nature of the transference manifestations. These begin to 
display sharper anxiety reactions to current fluctuations in the analytic 
situation; situations in everyday social life produce more sensitive 
responses; the usual copious consignments of dreams begin to dwindle 
and dreaming corresponds more in type to that found in anxiety cases. 

Even so we cannot be certain that the change will lead immediately 
to an abandonment of the obsessional system and if, after a lengthy 
exploration of these ego factors, the analysis again slows up we must be 
ready to change our policy in order to meet the situation. Up to this 
point in the analysis it has been both unnecessary and inadvisable to 
adopt measures of ‘activity’, e.g., inducing the patient to oppose his 
obsessional systems. But when the transference-neurosis has taken 
a favourable turn we may, using an elastic system of dosage, not only 
encourage him to do so but induce him to expand more fully his social 
and work contacts, which as a rule have been seriously limited by his 
neurosis. There is some advantage in pressing in the first instance in 
the direction of ego-activity, if only because successful achievements in 
this direction add greatly to the patient’s incentives to overcome his 
symptoms; even unsuccessful attempts have the advantage of bringing 
to the surface defence reactions which previously had remained fallow 
because there was no occasion to employ them. Assuming a favourable 
response to these manœuvres and allowing an ample period for working 
through, the time is then ripe to set a period for the termination of 
analysis. 

Assuming, however, an unfavourable response or at least a continued 
stagnation of the analysis we must review the case once more to see 
what deeper ego-defences continue to operate. To be quite candid, 
stocktaking at this point should be accompanied with not a little rue and 
rumination, for, strictly speaking, we ought to have known earlier in 
the analysis whether any given case was likely to prove refractory at 
this stage. Even when an obsessional neurosis is clinically ‘pure’, in the 
sense that it does not overlap with other and more primitive ego- 
reactions, we ought to be familiar with the yarious unconscious 
pathogenic systems with which it may march. The simplest examples 
are afforded by contamination obsessions and ‘undoing’ obsessions 
which march respectively with latent persecutory and depressive 
systems. There is some comfort, however, in the thought that too early 
pressure in these directions would certainly haye brought the analysis 
to a premature conclusion, leaving the patient more handicapped than 
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ever. In any case there is no point in crying over spilt milk; all we can 
do is to re-examine the fringes of the obsessional system and consider 
whether the deadlock is due to pregenital anxieties and guilt-fore- 
runners or whether the compulsive strength of the system has been 
derived from a latent pregenital perversion with strong masochistic or 
sadistic features, and in accordance with our conclusions direct the 
pressure of the analysis in the appropriate direction. 

If, despite renewed efforts, the situation still remains at a stalemate, 
we must inform the patient that for the time being we see no alterna- 
tive to a suspension of the analysis. This need not necessarily imply a 
final termination of analytic work, but at least a break during which 
his will to recovery may be strengthened by experience of unassisted 
contact with everyday life. It is fortunately the case that a ‘distributed 
termination’ has often a favourable effect, and that periodic renewal of 
contact produces better results than either a fixed termination or a 
purely expectant dragging out of a process which does little more than 
organise the condition of stalemate. It can of course be maintained that 
where this policy of staggering the analysis is carried out, such 
favourable results as accrue are due in the last resort as much to the 
effective state of transference as to the repetition of analytic interpreta- 
tions of the transference, However this may be, deadlocks of this kind 
are naturally less likely to arise if the case has originally been carefully 
selected and sanguine prognosis avoided. 


Fetichism. I have outlined the course of analysis in cases of pure 
obsessional neuroses in some detail because it seems to me that the 
difficulties encountered in such cases are an indispensable preparation 
for the analysis of a variety of conditions in which either the ego shows 
some degree of disorder or it maintains a precarious integrity at the cost 
of gross disorder of the patient’s psycho-sexual life, sometimes called 
sexual psychopathy. As an additional preparation for these more 
difficult cases, I would strongly recommend at this point the analysis of 
one or two cases of fetichism, preferably those in which a tendency to 
alcoholic excess can be observed. Admittedly it is not always possible to 
make a strict developmental correlation between on the one hand 
different types of psycho-neurosis or narcissistic neurosis and on the 
other different forms of sexual inhibition or perversion; for although 
from the point of view of unconscious defence Freud’s dictum that a 
neurosis is the negative of a perversion is still valid, the etiological 
rating of sexual inhibitions and perversions depends to some extent on 
a functional factor. Impotence, for example, can be found in a number 
of psychopathological states which vary in depth from hysteria to 
schizophrenia. A similar distribution can be observed in fetich- 
formations which can be found in mild form in the sexual life of so- 
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called normal persons, in more outstanding form in persons of an 
obsessional disposition, in alcoholism and in psychotic conditions. 
Nevertheless if one tries to arrange symptom-formations and sexual 
disorders in parallel series, using as standards of assessment the 
etiological factors responsible for the condition and the depth of the 
disorder, it will be found that a considerable number of fetichisms 
have the same rating as those more severe and intractable obsessional 
neuroses which have a slightly depressive or paranoid substructure, 
And although the criteria of accessibility to analysis are very uncertain 
guides, it is not a coincidence that the course of analysis and the 
difficulties met with are similar in both groups. 

The psycho-dynamics of fetichism, and therefore the therapeutic 
policy that should guide analysis of such cases, can be gathered by 
studying the main clinical features of the condition. It will then be 
seen that the disorder in choice of sexual object follows from an extreme 
form of displacement which, although similar in principle to the 
displacements occurring in sublimation, is, unlike sublimation, dictated 
by defences against unconscious pre-genital and infantile genital 
anxieties some of which have been projected on the original infantile 
objects, disguised by displacement and countered by libidinisation. In 
a sense a fetich formation is a mixture of an abortive sublimation in 
which the sexual energy is displaced but not desexualised, and a 
powerful illusion-formation, based on localised projective mechanisms 
of pre-psychoticstrength, and supported by genital denial of an hysterical 
type. The strength of this defensive process can be gauged by imagining 
what would be the effect if it were applied to the ego-syntonic impulses. 
If, for example, nutritional needs were dealt with in this way, the 
individual would display a compulsion to eat non-nutritive substances 
and end by starving to death. In other words, he would display a 
psychotic disturbance of his reality sense. We are therefore well 
advised to expect during the analysis of some fetichisms a degree of ego- 
sensitiveness that is commonly observed in persons of pre-psychotic 
disposition. This sensitiveness is scarcely concealed in those cases which 
are complicated by alcoholism. But of course it should be remembered 
that in the etiological sense fetichisms vary widely in significance and 
should not always be rated as ‘partial sexual psychoses’. Many of them 
are equivalents of sexual inhibition and can be rated at the same level 
as mild obsessional neuroses. And, as has already been remarked, some 
elements of fetichism enter into ‘normal’ sexual life. 

For this reason one should be chary of giving a flat ruling regarding 
the ‘policy’ of analysis in all cases of fetichisn. If we divide the group 
roughly into those cases in which there are manifest indications of 
ego-disorder and those in which the disorder is confined to the sexual 
organisation, it is evident that in the latter group, analysis of an 
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ordinary expectant type may legitimately be attempted. And should 
the early phases indicate the existence of a reasonably durable spon- 
taneous transference, the analysis may follow the same general 
outline asin the psycho-neuroses, without, however, manifesting any 
very obvious ‘transference-neurosis’. In such cases the factor of 
castration-anxiety is decisive, although pre-genital elements may be 
strong enough to prejudice any immediate resolution of it. The un- 
conscious pre-genital factors are similar to those which contribute to 
homosexual fixations and the fetichistic mechanism with its emphasis 
on displaced and projected phallic symbolism is seen to preserve hetero- 
sexual interest from homosexual undermining at the cost, however, of 
limiting sexual object-choice and gratification. This is seen clearly 
when in the course of analysis the fetichistic system is loosened: 
simultaneously with increased freedom in object relations, the patient 
may manifest increased sensitiveness in his social relations together 
with a tendency to depression. 

In cases where ego-disorder is also present, e.g., inhibition and 
sensitiveness in social relations, difficulties in work, addiction to alcohol, 
depression or larval systems of reference, a certain amount of direction 
of the analysis is desirable. Although fetichistic patients, especially 
those who are married, have an obsessive concern with their psycho- 
sexual material and tend to flood the analysis with it, analysis of this 
should not at first be pushed beyond the point where some preliminary 
freeing of genital libido is achieved. Compulsive repetition of psycho- 
sexual patterns should then be countered by focusing attention at 
every available opportunity on the faulty identifications which under- 
line the ego disorders. For it is clear that until the traumatic reactions 
leading to faulty identifications have been brought into the open, the 
pre-genital formations cannot be fully explored, and consequently 
effective freeing of genital libido cannot take place. 

This constitutes the most difficult phase of the analysis. Particularly 
in cases with tendencies to alcoholic excess and in those with larval 
systems of reference it becomes clear that a fault in reality proving has 
arisen from a regression in object relationships which, however, is 
covered and compensated by the fault in sexual reality estimations. For 
this reason progress in ego-analysis is slow and fitful. When for the time 
being no further advance can be anticipated along this line, the analysis 
can once more be focused on sexual content, this time, however, giving 
preference to the analysis of pre-genital phantasies which by that time 
will be found to haye a distinctly homosexual reference, a fact which 
can easily be demonstrated in the current transference-reactions. Once 
these have been released, recourse should again be made to ego-analysis 
and in this way a general alternation of the direction of analysis can 
be usefully established. 
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Apart from this general direction of analysis there is little to be 
gained from active interference. It is sometimes necessary to control 
to some extent social crises that arise from the occasionally explosive 
ego-reactions, and in the later stages it is possible to bring some pressure 
to bear against continued gratification of the fetichistic systems, but 
this manœuvre is rarely as successful in fetichism as it is in the case of 
non-sexual obsessive systems. Nor will the transference situation bear 
more than gentle and intermittent pressure. g 


Alcoholism and Drug Addiction. It has been remarked that in some 
cases of fetichism the process of exaggerated libidinisation will be 
found to cover localised systems of a mild depressive or even paranoid 
type. With a significant change in accent the same process of defence 
can be detected in cases of alcoholism and drug addiction. The differ- 
ence between the two groups, excluding for the moment considerations 
of severity and spread of disorder, is that in the one case a sexual 
system is used as a defence-screen, whereas in the other a non-sexual 
system (the addiction) is exploited. The factor of displacement to a 
symbolic object is common to both conditions: in fetichism sexual 
energies are freed mainly on this object, whereas in alcoholism and 
drug addiction the compulsive interest is ostensibly non-sexual. Even 
clinically it is not hard to observe that five types of reaction are 
combined in the addiction, viz. psycho-somatic, hysterical, obsessional, 
depressive and paranoid. And, following the idea of serial defensive 
systems, we may suspect that addictions in general are in the regressive 
sense more profound than obsessional neuroses and yet constitute a 
defence against psychotic reactions of a melancholic or paranoid type; 
not such a successful defence as are the obsessional neuroses, yet until 
the final stages of deterioration, a moderately effective system. 

Here again we must remember that, like the fetichisms, addictions, 
although stemming from one main deyelopmental layer, vary in their 
rating according to whether hysterical, obsessional, depressive or 
paranoid mechanisms predominate. A careful diagnostic survey is 
therefore essential to the proper direction of analytic policy. For the 
same reason the transference reactions vary not only according to the 
main type but in accordance with the stage of the analysis of any one 
type. For these reasons it is essential for the analyst to make up his 
mind after the first few weeks of exploratory analysis which of three 
possible courses he intends to follow (1) expectant analysis conducted 
in the same way as the analysis of a psycho-neurotic case, (2) directed 
analysis in which after a preliminary phase the treatment is directed 
purposively towards the main system of defence existing in any given 
case, and (5) analysis conducted under conditions of voluntary abstin- 
ence, which may take the form either of ‘tapering’ or of a ‘hospitalised 
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total abstinence’. Although there are difficulties attendant on each of 
these courses, the analyst will soon find that if he approaches a case of 
addiction without some settled policy he will in the long run be faced 
with still greater difficulties. Experience of conducting analyses of 
addictions exclusively on expectant lines shows that while in some cases 
a gradual spontaneous reduction of drug-intake can be effected, in the 
majority of instances the imposition either of a tapering or of a total 
abstinence is sooner or later unavoidable, Even in the case of a tapered 
abstinence, the final abstention from a relatively small dose may induce 
a situation which can only be controlled under hospital conditions. In 
some instances, however, the clinical condition of the patient is such 
that he is quite inaccessible to analysis until a hospitalised abstinence 
has been effected. In other words, in most drug states the problem of 
“active therapy’ calls for settlement almost from the beginning of the 
analysis. 

Assuming, howeyer, that we have chosen a case of only moderate 
seyerity and that we have decided on a preliminary stage of expectant 
analysis to be followed, according to analytic circumstances and to the 
main type of defence, by some degree of direction, we may consider 
briefly the average course of treatment. To begin with at any rate, this 
follows the outline described in the case of ‘mixed neuroses’ where 
hysterical and obsessional defences run together or alternately, Indeed, 
if we did not realise that the main defences remain covered by the 
continuing addiction, we might be led into the error of conceiving that 
many drug addictions have the same structure as a psycho-neurosis. 
The early stages of the analysis lead almost inyariably to the uncovering 
of genital (castration) anxieties, and the more positive phases of Oedipus 
conflict. The function of the drug as an elixir to combat different types 
of sexual inhibition, is apparent at both conscious and unconscious 
levels. And since the transference is at first mildly positive, a certain 
reduction of the intensity of the addiction may ensue. This comes to a 
halt when the unconscious homosexual barrier is reached, and atten- 
tion must then be turned to the ego-resistances, which will be found to 
depend mainly on pre-genital guilt systems, covering a marked amount 
of pre-genital sado-masochism. In most cases evidence of pathogenic 
introjection makes its appearance, although where projective mechan- 
isms predominate these are not so easy to detect. 

This phase of the analysis is as a rule extremely slow and after a 
varying period progress tends to come once more to a halt. At this point 
it is usually necessary to re-direct it towards psycho-sexual manifesta- 
tions. Should this manœuvre prove successful an attempt should be 
made to penetrate to the earlier pre-genital layers responsible respective- 
ly for depressive and paranoid defences. The drug symbolism will then 
be found to cover earlier oral-sadistic and anal-sadistic positions 
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respectively. Failing progress along these lines—and it must be ad- 
mitted that this represents the most difficult and delicate phase of the 
analysis—two courses are open. Either a tapered abstinence is induced 
with the object of bringing to the surface by graduated stages the 
sadistic elements and ego-weaknesses that obstruct progress; or the 
transference situation is put to a venture by inducing a total abstinence 
under the hospital direction of a colleague. Once this has been affected, 
a lengthy period of analysis is required to deal with a psychic situation 
which by then will be found to correspond closely to that obseryed in 
the milder depressions, with occasional relapses into projective defence. 
‘The function of the drug as a cure for pathogenic introjections and as a 
focus for projection phantasies will by then be relatively easy to 
establish, although it requires considerable skill and patience to un- 
cover the combination of guilt and loye-trauma which lies behind these 
defences. In addition, the various physiological disturbances following 
abstinence will be found to function as psycho-somatic or hysterical 
equivalents of depression; and the analysis can once more be directed 
to the same genital anxieties which appeared in the opening phases. 
The analysis in fact ends as it begins by a loosening of genital libido 
which in turn permits relatively free resolution of the transference. 

Obviously this diagrammatic description does not apply to all cases 
even of apparently moderate addiction. The patient, for example, may 
display his deepest ego-resistances at the outset of analysis, in which 
case the uncovering of pre-genital systems with their heavy load of 
anxiety, guilt or depression inevitably takes precedence over other 
manoeuvres, despite the fact that the ego at this stage is ill-equipped to 
face such stresses. Or again, the confusion and disintegration caused by 
heavy drugging may render a complete abstinence inevitable before 
effective contact can be made. In these cases the patient is extremely 
sensitive to stress and relapses are common; but the intervals of 
abstinence may be long enough to permit some reduction of pre-genital 
and predominantly homosexual anxiety and consequently of the 
pathogenic introjections and projections to which they give rise. Once 
this has been effected, attention should be directed to the relatively 
superficial levels of genital anxiety after which the course of the analysis 
tends to conform to that described above. 

Needless to say, abstinences apart, it is undesirable to pursue any 
general policy of active interference; the induction of abstinences is in 
itself an extreme form of activity, more difficult for the patient to 
endure than almost any other, and the ego is in no condition to brook 
more extensive injunctions. On the other hand in advanced cases of 
alcoholism and drug addiction, the analyst is frequently drawn from his 
analytical seclusion to extricate his patient from the many awkward 
social situations consequent on ‘bouts’. This protective support, though 
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inducing a transference situation that is difficult to resolve and 
providing the patient with a secondary gain that may delay terminal 
stages, does not as a rule interfere with ego-analysis. In any case the 
analyst has no option but to provide this support and must be prepared 
toresolve the consequent increased transference-reactions : indeed unless 
he is prepared to be involyed in some extra-analytical protective 
courses, he should not undertake the analysis of advanced cases of drug 
addiction or for that matter of any case of advanced ego-disorder. 


Chronic Maladjustment. Following the series-obsessional neurosis, 
sexual psychopathy (of which the example of fetichism alone has been 
considered) and alcoholism and drug addiction, it would seem natural 
to consider next those pre-psychotic or larval psychotic states which 
although extremely intractable are nevertheless to some degree acces- 
sible to analysis. Unfortunately, psycho-analytical case-lists do not 
reflect either in incidence or in order of clinical importance the classi- 
fications-in-depth of disordered mental states. When in the passage of 
time analysts automatically acquire the prestige of seniority, their lists 
tend to be weighted down with cases which for want of a more precise 
term can be described as chronic maladjustment. Many analysts, 
eschewing the term psychopathy, prefer to describe these as ‘character- 
disorders’, indicating thereby that the ego itself is the main seat of 
the pathogenic process. Yet clearly the sexual deyiations or inhibitions 
so commonly featured in such conditions, to say nothing of inhibitions 
of working capacity, render a characterological designation only 
approximately accurate. Indeed, until more detailed sub-divisions are 
effected there is something to be said for the otherwise vague caption 
psychopathy, provided of course we recognise three main sub-groups (a) 
sexual psychopathy in which the symptoms are mainly sexual but 
accompanied by some degree of ego-disorder, (b) ‘benign’ psychopathy, 
in which social incapacity is the main feature accompanied, however, 
usually by psycho-sexual disorder, and (c) antisocial psychopathy of a 
more malignant type in which delinquent outbursts associated with a 
variable degree of sexual maladjustment develop in an otherwise 
unstable ego. 

From the therapeutic point of view all three sub-groups (which in 
any case can be sub-divided further into a number of special clinical 
types) deserve separate consideration. In the present instance we may 
limit ourselves to the middle group in which ego disorder is most 
prominent, associated, however, with a varying degree of sexual 
maladjustment. That such cases are commonly sent to analysis by their 
family and friends is due not so much to aspecial recognition on their 
part of the therapeutic virtues of psycho-analysis as to the fact that 
prospective patients have already proved refractory to most forms of 
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psycho-therapy and are sent to an analyst as a last resource. Moreover, 
in the etiological sense they stand midway between the eccentricities 
of so-called normal life and the patent ego-disorders found in the 
psychoses. They illustrate in consequence the technical difficulties of 
both groups, being in fact only a little easier to analyse than normal 
persons and more difficult than a substantial number of borderline 
psychotics. 

A patient may relate that in spite of an apparently uneventful 
childhood, everything began to go wrong in adolescence. A little 
investigation usually shows, however, that early childhood has been 
punctuated with emotional crises giving rise either to explosive 
outbursts or to phases of marked inactivity or again to both types of 
reaction in alternation. Remnants of neurosis, often obsessional in type 
can also be detected and traced back to later childhood. School life has 
been disturbed by unhappiness, capricious performance and incapacity 
to conform to discipline. At puberty, sometimes in pre-puberty, homo- 
sexual interests may have been manifested. Adolescent education is 
conspicuously unsuccessful or earlier efforts at gainful occupation have 
been fitful and changeable. Adaptation is persistently unsatisfactory 
and a decrease in interest or capacity is progressive. General social 
relations are either inhibited or capricious and with a negative tone 
that frequently results in querulance and quarrelling. 

The subsequent course of the case depends to some extent on the 
degree of sexual maladjustment. Either the patient is inhibited in 
heterosexual relations and practices in an anxious inhibited sort of way 
homosexual or fetichistic practices, or casual heterosexual relations are 
pursued with occasional reversion to homosexual or other perverted 
practice, or again the patient lands himself precociously in an un- 
satisfactory marriage. In this event the element of frustration becomes 
decisive. Temporary relief may be obtained by divorce, usually sought 
by the wife on grounds of mental cruelty, but this is followed after a 
varying interval by a fresh entanglement leading ultimately to the 
same emotional impasse. Other types of case may fight shy of divorce 
but complicate and prejudice marriage with recurring and detectable 
infidelities or periodic regressions to homosexuality. The processes of 
social adaptation then become more profoundly upset: and, whether 
these have taken an inhibited or an active form, the result is identical; 
the individual is faced with economic disaster which usually involves 
other members of his family or circle of friends, Anti-social conduct is 
not prominent although there may be occasional indulgence in petty 
swindling. Most of the patients seem to prefer to develop situations in 
which they act the part of the perpetual parasite. 

Naturally therefore their feelings about undertaking analysis are 
mixed. Frequently they are sent under the duress of friends whose 
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interest in them has survived recurring disappointments. As a rule 
such types consider themselves normal in eyery respect and repudiate 
emphatically any implication that their reactions are in any degree 
pathological, maintaining on the contrary that they are the victims of 
circumstance. Needless to say these cases should not be offered analysis 
until such time as circumstances or internal conflict have brought about 
a change of attitude. On the other hand, those who come to analysis 
because they are beginning to realise with some degree of uneasiness 
that they are getting nowhere, are entitled to a probationary analysis 
which if promising may be continued. These latter types merged with 
a more favourable group whose members voluntarily seek analysis 
because of unhappiness over their inadequacies and lack of success or 
self-expression. 

The feature which at the same time distinguishes such cases from 
all except ‘normal’ persons and psychotic characters and gives some 
indication of therapeutic policy is the scatter of ego-disorder which, 
without showing obvious psychotic exaggeration at any particular 
point, is responsible for the most powerful of ego-resistances. This 
resistance owes its intensity to the fact that it covers an equally strong 
resistance of the Id, in which constitutional elements play a large part, 
as is indicated by the history of consecutive disturbances from carl y 
childhood to adult life. 

The second important factor can sooner or later be recognised as a 
masked and muted suicidal reaction which is covered in all but the 
more passive inhibited. types by a prevailing negativistic defensive 
attitude to objects. Even when this masochistic tendency gives rise to 
recurrent social contretemps in which a punishing mechanism (albeit 
a punishing tendency which is made to appear as if it were initiated 
by environment) can be detected, it is clear that the patient has an 
almost inexhaustible appetite for aggressively toned misfortune, In 
other instances the suicidal and depressive tendency is expressed in a 
readiness to develop pseudo-addictions to alcohol or sleeping-tablets 
to which the patient has frequent recourse during the day. These 
should of course be clearly distinguished from true addictions. 

Tt is this combination of ego- and id-resistances, in other words of 
structural and dynamic factors, which sets the pattern of the analysis. 
To get this policy clearly in perspective, it is necessary at this point to 
recall the course and technique of the analysis of hysterias. It will be 
remembered that although in these neuroses the analysis opens under 
the impetus of spontaneous transferences, the element of compulsive 

repetition leads sooner or later to the development of the ‘transference- 
neurosis’ in which the most effective negative resistances are concealed. 
When this artificial ‘analytical neurosis’ threatens to develop, the 
patient seeks to minimise its significance or indeed to evade all 
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conscious appreciation of the transference by diverting libido into extra- 
analytical channels. If this diversion is not prevented, preferably by 
interpretation, the analysis is bound to be abortive. Any permanent 
improvement is due simply to the amount of affective release secured 
prior to the libido diversion. The emotionally maladjusted person has 
already exploited this defence to the full in his relations to the object 
world. He therefore commences treatment in a situation which in the case 
of the psycho-neurotic we recognise as imperilling the success of analysis. 

A somewhat similar situation has been hinted at in the case of the 
obsessional neurosis and it is present also in sexual disorder, although 
in this case it is coyered by the difficulties inherent in the sexual 
perversion. It is less noticeable in the case of alcohol and drug addictions. 
But in the maladjusted case it operates freely from the beginning. 
Study of the punishment mechanisms which play so large a part in 
these cases provides a special example of this situation. At first sight 
the punishment endured by the patient seems not to be self-inflicted 
and is indeed attributed by him to the force of external circumstances. 
‘The situation is again similar to that found in the transference- 
neurosis of psycho-neurotics. At a certain stage the analyst is put in the 
place of the patient’s super-ego and an attempt is made to force the 
analyst to act up to this rôle: i.e. to court his disapproval and force him 
to play the part of the critic or aggressor. The maladjusted case 
commences analysis with this projection in full swing. 

This fact lends special importance to the problem of active interfer- 
ence in such cases. The Id-resistance expressed in the repetition com- 
pulsion can itself be countered only by prolonged working through 
under transference conditions that are sufficiently positive to endure 
the strain, But the spontaneous transference-resistances are, as we have 
seen, doubly reinforced; and their undertone is in any case negative 
or at least aggressive. Obviously the ego-resistances can only be 
lessened after they have been made apparent to the patient by the 
reduction of his projective defences, and by activating endopsychic 
(ego—super-ego) conflict, always difficult tasks. It follows then that 
from the first we must trace and analyse the yarious libido-diversions 
and guilt-punishment systems that are expressed in the patient’s 
immediate object relations, particularly his social relations. 

Before embarking fully on this course, howeyer, we should survey the 
situation for concealed remainders of infantile neuroses. Although such 
patients usually regard themselyes as symptom-free, one is usually 
able to detect neurotic remainders that haye been obscured or mini- 
mised by the existence of emotional disturbances in current object 
relations. Many of these are of an anxiety type, others obsessional in 
nature and they provide numerous openings for ordinary analytic 
technique. But they are difficult to follow and in any case it is not 
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always desirable immediately to alleviate them. In so far as they serve 
as transference indicators our purpose should be, if not exactly to bri ng 
about their exacerbation, at least to nurse them and so make the 
patient more accessible to ordinary analysis. To put the matter rather 
over-simply, one of the signs that the maladjusted patient is making 
favourable progress is that he begins to expand neurotic defences. 

It is clear then that successful treatment depends on the early 
analysis of external situations in which a good deal of infantile libido 
and infantile reaction is discharged. At the earliest moment it must be 
made clear that infantile gratification can be secured (or cultivated) 
not only in positive patterns but in defensive sensitiveness which is 
equally infantile. To these analytic efforts the patient usually reacts 
with one of two main types of defence. Either he tends to sidle away 
from the external situation under immediate analysis or he spends an 
inordinate amount of time in affective discharge, going into elaborate 
and time-consuming detail. As far as infantile situations are concerned 
this emotional discharge although apparent enough is not effective; the 
childhood situation, in which strongly repressed sadistic elements are 
covered, is not depleted. With patients that sidle away, we must first 
encourage them to exhaust their feelings, to give free play to their 
phantasies and to carry the stimulus-situation to a phantasied con- 
clusion. When, however, the emotional ‘discharge’ is excessive and 
repetitive we must begin with free interpretation particularly of 
reaction-formations against unconscious sadism. When this has been 
done, concealed self-punishment mechanisms gradually become ap- 
parent. This is the first step to the analysis of guilt, At the same time 
we pay special attention to such elements of previously externalised 
reaction as now appear in the transference. If we do not take some such 
course we are likely to find ourselves going through what appears to be 
an interminable first stage, to be faced ultimately with no alternative 
but to be satisfied with some degree of intellectualistic conviction on 
the patient’s part, in other words, with an incomplete and unsatis- 
factory analysis. 

With regard to the use of ‘active’ measures, it must be admitted that 
the analyst, faced with apparently endless repetitions is under the 
immediate temptation to apply restrictive measures calculated to 
prevent this extra-analytical diversion. We have to remember, how- 
ever, that the patient’s manipulation of external situation is a substitute 
for, or perhaps more accurately, an equivalent of a symptom-formation 
and cannot be immediately countered by injunctions with the same 
success as can external displacements and diversions such as occur 
during the transference-neurosis of a psycho-neurotic case. Moreover, 
in some cases where the patient’s reality estimations of the stimulus- 
situations are unusually faulty, one has to bear in mind that, even 
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though he manifests no psychotic symptoms, his reactions represent 
near-psychotic equivalents. They may have, for example, a paranoidal 
tone similar to that found in systems of reference and spying manias. 
Even the transference reactions manifest a significant tendency toignore 
reality corrections. And the same may be said of such depressive mani- 
festations as may make their appearance. Occasionally phantasies of a 
suicidal nature may make their appearance. On the whole the concealed 
depressive type of mechanism is more common in this particular group 
than paranoidal projection, and is therefore a little more accessible. 

For these amongst other reasons, it is desirable to postpone decisions to 
use pressure in the analysis until the ground has been thoroughly 
investigated, the relative integrity of the ego estimated, punishment 
mechanisms freely ventilated, vigorous transference-interpretations 
made of negative reactions and a neurotic layer successfully uncovered. 
When these objects have been satisfactorily achieved, and a suitable 
interval for ‘working through’ has been allowed, we may aim at 
directions, restraint of discharge of both libido and aggression in 
emotional, proceeding of course with a due regard for dosage. Where, 
however, it seems undesirable to use pressure, there is no alternative 
but to continue to focus the analysis on pre-genital layers, with a view 
to ventilating anal-sadistic and/or oral sadistic systems of defence, and 
so permitting repressed genital Oedipus reactions to emerge. 


Psychopathic Delinquency. Additional information regarding the 
nature and the difficulties of handling the above group of ‘private’ 
psychopathies (private in the sense that, although social relations are 
extensively involved, the punishment system, unhappiness and 
frustration are borne mainly by the patient himself) can be obtained by 
studying those personality disorders which are accompanied by anti- 
social conduct, either continuous or episodic. They also deserve 
consideration because of their etiological position, midway between 
so-called ‘normal’ persons and. the pre-psychotic or manifestly 
psychotic group. 

For a number of reasons the application of unmodified psycho- 
analytic techniques to the fully fledged delinquent psychopath has 
been comparatively rare. In more recent times a number of juvenile 
and early adolescent delinquents of this type have been approached 
analytically, mostly on the urgent solicitation of parents or guardians; 
but only rarely are a few adult psychopaths, whose delinquencies haye 
been successfully compounded, mostly through family action, induced 
to undergo analysis. As a rule, the treatment of adult psychopathic 
delinquency results from a Court order and even in those rarer instances 
where psycho-analysis is suggested, the compulsory nature of the recom- 
mendation gives rise to many handicaps both intrinsic and extrinsic. 
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Before considering these handicaps, we may briefly indicate 
the outstanding factor which distinguishes the anti-social from the 
‘private’ psychopath both clinically and etiologically; namely, the 
quantity of externally directed aggression either sexual or social. Here 
we find projective defences working at maximum intensity, with a 
corresponding severity in the amount of induced punishment and in 
the social stigma associated with it. Coupled with an apparent callous- 
ness towards objects and an apparent indifference to consequences, 
including the stigma, this at first sight appears to denote not only a 
fault in or atrophy of the processes of guilt formation but a weakness in 
the processes of reality proving, both of which suggest in turn an 
extreme tenuousness of early object relations. This impression is 
strengthened by two observations, first, the frequent occurrence of 
states of confusion prior to delinquent outbursts and, second, the restric- 
tion in time-range of the patient’s reality estimations. The latter 
manifestation is apparently a frustration phenomenon which does not 
affect his intellectual appreciation of consequences but renders it 
ineffective beyond an extremely brief span. All these factors are rein- 
forced by the overcharging of phantasy formations the characteristic 
of which is that they are acted out rather than, as in the case of the 
psycho-neurotic, confined to the symptom-formation, or hedged off by 
a system of neurotic inhibition. This is extremely patent in the 
swindling psychopath who lives mostly on false pretences, thereby 
gratifying his omnipotence phantasies. 

Theoretically, these matters are of considerable importance, suggest- 
ing as they do a degree of fault in reality estimations (or object- 
relations) which although descriptively non-psychotic resembles in 
principle a mild type of pan-psychotic reaction. On the other hand it 
must be admitted that the ego of the delinquent psychopath shares 
many of the features of the ego of so-called normal persons. Research 
on these points is still rudimentary, but in the meantime their bearing 
on treatment is considerable. To a much greater degree than the 
“private” psychopath, the delinquent psychopath begins analysis in a 
state of projective defence which impregnates his spontaneous transfer- 
ence with suspicion and barely concealed hostility. Not only so, his 
antisocial crises bring about a situation similar to that existing in the 
analysis of alcoholics and drug-addicts. Actual addiction is not common, 
although there may be a tendency to periodic excess in drinking; 
nevertheless, the patient begins his analysis with an ‘anti-social 
addiction’ which brings about a number of complications usually 
ending in a crisis. Hence the analyst is compelled to determine as soon 
as possible what part he will play in stemming these crises by active 
measures of influence. Even if he decides to hold at first a watching 
brief, he will find it difficult not to become personally involved in his 
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patient’s crises, e.g. by giving evidence in a Court of Justice on his 
behalf or otherwise attempting to extricate him from the consequences 
of his anti-social conduct. Moreover, a good deal of the delinquent 
psychopath’s early manceuvring is designed to test the analyst’s 
capacity to stand the strain and disappointment caused by his behaviour. 
Indeed, unless the latter is capable of meeting this situation without 
either a negative response or a calculated restraint of negative, he 
should not undertake the analysis of a delinquent psychopath, who, in 
any case, will not be long in penetrating the analyst’s armour and so 
bring about either actively or passively the end of his analysis. 

Only one attitude is indicated under such circumstances; having 
duly examined and dealt with his own counter-negative, the analyst 
should proceed to assess these psychopathic crises in the same way as 
he assesses episodes of a pre-psychotic or psychotic type. As with the 
psychotic case, he may be compelled on occasion to protect the patient 
from himself (thereby lessening to some extent the patient’s animus 
against environment); but having done so he must proceed as rapidly 
as possible to establish the identity of the patient’s analytic reactions 
with those he displays during delinquent episodes. 

This is by no means an easy task and calls for a degree of patience 
equal to that required when dealing with repetitive psychotic patterns. 
It can, however, be facilitated by singling out for analysis at the earliest 
opportunity such manifestations of sexual disorder as haye made their 
appearance. The psycho-sexual difficulties of the patient when traced 
to their unconscious roots provide the easiest approach both to uncon- 
conscious anxieties and to unconscious guilts; their analysis has not 
only a favourable effect on the transference, rendering it slightly more 
neurotic in type, but offers a jumping-off ground from which the 
disorders of ego and reality feeling.can be approached. Even in the 
absence of positive sexual deviations or perversions, the sexual object 
relations of the delinquent manifest a negative and projective pattern 
which repays early analysis. Needless to add, in cases where the 
choice of object is manifestly homosexual in type, the amount of 
sadism fused in the unconscious homosexual constellation gives rise 
to an ego-sensitivity which is sooner or later vented in hostility to 
objects, 

This tendentious examination of the patient’s psycho-sexual organisa- 
tion can then be linked to the analysis of delinquent systems by 
following the symbolic displacements which bring about a transfer of 
sexual reactions to social substitutes for infantile objects, a process 
which at the same time helps to uncover the early negative identifica- 
tions with these objects. The transfer of acute ambivalence from in- 
fantile sexual objects to social substitutes is perhaps stronger and 
certainly more persistent than in any other clinical condition. Each 
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object is treated in the first instance asif it were a predestined source of im- 
mediate gratification; failing this gratification the object is then treated 
as a malefactor; the delinquent takes by force what he unconsciously 
regards as an inalienable right, and at the same time uses his sadism to 
punish the object not only for his immediate shortcomings but for all 
the shortcomings of earlier objects. By so doing unconscious guilt is 
denied. Just as the fetichist denies his sexual anxiety by a localised 
distortion of sexual reality, the delinquent denies both his anxiety and 
his guilt by displacing conflict to an external social setting, to an extent 
that interferes with his sense of discretion and so suggests the absence of 
moral feeling. 7 

The analysis of this construction takes time and patience and in any 
case is by no means invariably successful; interrupted analyses are 
common in psychopathic cases; they may never be resumed but where 
voluntary resumption does occur it represents a satisfactory degree of 
progress. In general the principle of mobilising anxiety and guilt in 
assimilable doses during quiescent periods and as far as possible protect- 
ing the patient from excessive discharge of aggression during be- 
haviouristic crises, must be continued during the greater part of the 
analysis. A true analytic situation, uncomplicated by external crises 
seldom develops until the prolonged spontaneous resistance is overcome. 

As far as active measures are concerned, these should not as a rule 
exceed the injunctions necessitated by regard for the patient’s social 
safety, a condition on which naturally the continuance of the patient’s 
analysis depends, since Courts rarely give a second chance to delinquents 
who relapse under the probationary condition of ‘psychological treat- 
ment’. Should more extensive measures of activity seem desirable, 
they should be reserved for the later stages of the analysis where the 
situation is more amenable. To-apply restrictive injunctions in the 
early stages of analysis is to gamble on the spontaneous positive trans- 
ference which, as has been indicated, is at the best of times tenuous 
and capricious; the life policy of the psychopathic delinquent is to drive 
a coach and four through injunctions and prohibitions, hence any 
attempt to open analysis with active interferences is as likely to end in 
disaster as it is in the analysis of pre-psychotic or psychotic cases. 

But although the scope of active therapy in the sense of injunction 
and direction is limited, and although we aim at keeping the analysis 
‘ambulant’, severe delinquent crises frequently call for non-analytical 
measures of a clinical nature. During the actual crises the heightened 
tensions of anxiety, frustration and hostility are explosive, and since 
at the same time the patient is at the depth of his regression, fairly 
heavy measures of sedation may be called for in order to mitigate 
tension, Should these be insufficient to control the explosive discharge, 
the patient should be advised to submit to supervision and control 
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under nursing home or other institutional conditions where measures 
of tension-reduction can be conveniently carried out preferably by a 
colleague. The situation is again similar to that occurring during 
psychotic episodes and disturbs the analytic situation just as much. On 
the other hand, to avoid such measures when the occasion calls for 
them produces an eyen more deleterious effect on subsequent analysis. 
In all stages of the analysis it should be remembered that the psycho- 
path’s capacity to endure stress is constitutionally weak, that in 
consequence he is prone to traumatisation and that psychic traumas 
cannot be reduced merely by interpretation but call for repeated 
cathartic release, preferably of course in controllable amounts. 
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CHAPTER XIV 


THE ANALYST’S CASE-LIST (3) 


Intractable Cases (1) 


A THERAPEUTIC Classification of mental dis- 
orders in terms of their psycho-analytical prognosis is justified princip- 
ally by the need for orientation in technical procedure. Apart from the 
light it sheds on the factor of accessibility, it is in other respects 
thoroughly unsatisfactory. Even in the ‘mild’ group where the factors 
of prognosis, etiological depth and accessibility to ordinary analytical 
techniques correspond closely, the grouping may be upset by, for 
example, the factor of ‘secondary gain’ alone. There must be few 
analysts who have not had at one time or another the disconcerting 
experience of failing to resolye an apparently simple case of anxiety- 
hysteria, Under the ‘more seyere’ heading, prognostic criteria are still 
more unreliable. In each of the clinical groups described in the previous 
chapter, a number of cases will be encountered which tax the thera- 
peutic resources of the analyst to the limit. Indeed, failure to cope 
successfully with some obsessional neuroses and with many alcoholics 
and psychopaths need not be regarded by the analyst as a reflection on 
his therapeutic skill, though it may well indicate a lack of prognostic 
acumen on his part. In other words, the capacity to select cases for 
analysis according to their will-to-recoyery is essential to successful 
psycho-analytical practice. The analyst who proceeds on the puristic, 
not to say happy-go-lucky, assumption that psycho-analysis is ‘good’ 
for all and sundry is destined for early disillusionment. 

It will be obvious then that if we were to order our third ‘advanced’, 
‘difficult’ or ‘intractable’ grouping according to accessibility to treat- 
ment alone, it would not only swell to disproportionate dimensions but 
come to comprise an olla podrida of types drawn from every known 
clinical category, not excluding a number of those so-called ‘normal’ 
persons from whom, in principle at any rate, psycho-analytical 
candidates themselves are supposed to be recruited. 

On the other hand, it will not have escaped the notice of the student 
that the suitability of ordinary (expectant) analytical technique is, to 
take for the moment only one clinical category, in inverse ratio to the 
degree or depth of ego-disorder. It would seem desirable, if somewhat 
arbitrary, therefore, to concentrate our attention on this occasion 
primarily on the psychoses. For the most important characteristic of 
the psychoses is that the machinery of reality proving finally breaks 
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down under stresses which attack ego-structure at its weakest points. 
To be sure, in the analysis of psychopaths and alcoholics we frequently 
find ourselves almost too close to the psychotic barrier. The fact 
remains, however, that in such cases the integrity of reality proving, 
although from time to time seriously diminished, is sufficient to protect 
the patient from psychotic regression. The psychoses, regarded from 
the points of view of depth of ego-disorder and of therapeutic accessi- 
bility, constitute a group suz generis. 

Inevitably, therefore, the most important theoretical issues that 
arise during psycho-analytical treatment of the psychoses are (a) the 
degree to which the technique of expectant analysis can be applied and 
(b) the degree to which it can be modified without forfeiting the claim to 
be considered psycho-analytical treatment. During the analysis of 
moderately severe cases we haye become accustomed to three varieties 
of modification of ordinary expectant technique, viz. the purposive 
direction of the analysis after a preliminary expectant approach, a 
procedure which neglects immediate resistances for the sake of over- 
coming deeper difficulties more rapidly; the use of active measures of 
ego-control; and the occasional abandonment of consulting-room 
seclusion on the part of the analyst in order to extricate the 
patient from social contretemps or even plain difficulties occasioned 
by his behaviouristic reactions and crises. Each of these proce- 
dures gives rise to complications in the transference situation, but, 
on the whole the degree of counter-transference therapy involved 
does not prejudice too much the application of purely analytical 
techniques. 

This certainly cannot be said of some recent methods of treating 
psychotic cases, e.g. those described by Rosen for schizophrenics. For 
however much these may be based on psycho-analytical understanding 
and however much they may be supported by periods of psycho- 
analytical interpretation, these are counter-transference therapies, 
closely akin to the various ‘play-therapies’ now so commonly used by 
non-analytical therapeutists in the treatment of children. They cannot 
therefore be described as psycho-analysis. It is true that in the treat- 
ment of some alcoholics and drug-addicts, a period of physio-therapy 
(abstinence) may be unayoidable; but since it is conducted by a 
colleague and by common consent, it does not directly disturb the 
transference situation, except in so far as the analyst has recommended 
or given assent to the policy. Our main concern throughout this book 
is with psycho-analytical technique, not with counter-transference 
therapy. There is no justification for stretching the meaning of 
psycho-analysis to include measures which are fundamentally sugges- 
tive in nature. From the therapeutic point of view psycho-analysis must 
stand or fall by its main technical principles. 
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One more preliminary consideration. The average psycho-analyst, 
accustomed to applying a mainly expectant technique which originally 
was developed from therapeutic experience of the psycho-neuroses and 
equivalent disorders, and which in fact is best adapted to the treatment 
of such conditions, is apt unwittingly to regard the odd case of psychosis 
he may decide to treat as if it had the same general structure as a 
psycho-neurosis. This is to neglect the fact that, however much the 
dynamics of symptom-formation may have in common in both 
groups, the structural disorder existing in the psychoses is much deeper 
and much more extensive than in the case of the neuroses, where in 
fact there is, symptom areas apart, comparatively little wrong with the 
ego. To be sure, there are occasions when a mild case of endopsychic, as 
distinct from reactive, depression apparently shows comparatively few 
signs of ego-disorder, and when in consequence the analyst’s peace of 
mind is lulled for quite a lengthy period only to be finally shattered by 
the appearance of an instinctual crisis during which the patient’s ego 
shows unmistakable signs that it has no counter-forces left with which 
to combat the introversion of Id-energies. 

Perhaps the best preparation for an analytic approach to the 
psychoses is to familiarise oneself with the manifestations of a psychotic 
pre-disposition and with the pre-psychotic formations to be found in 
childhood. For in childhood not only are the relatively sharp distinc- 
tions between different psychotic types blurred, but one can study in 
statu nascendi deep and widespread disturbances of the ego; these 
manifest themselves in functional discharges and characterological 
abnormalities which only at a much later date take on characteristic 
psychotic forms. * And we may suspect that these later differentiations 
in type are due not just to the persistence from infancy of a specific 
series of faulty mechanisms, although that can sometimes be fairly 
clearly detected particularly in paranoia, but to a gradual contraction, 
during the course of development, of the range of the general psychotic 
predisposition. This contraction permits, in the case of the depressive and 
and paranoiac groups, a degree of canalisation of psychotic reaction 
which is less notable in schizophrenia. Study of child-psychiatry in fact 
gives a pretty broad hint of the therapeutic policy that must be pursued 
in the analysis of adult psychotics: this must in all cases be as broad and 
as deep as the psychotic pre-disposition itself. Contrary to the popular 
analytic view, it is not so much the adult psychoses that shed light 
on child deyelopment as child development that continues to give 
us some measure of the adult psychoses. 

With this somewhat lengthy preamble we may consider briefly the 
line of approach and the modifications of technique necessary for the 


* See Glover (1953), Psycho-analysis and Child Psychiatry. London: 
Imago Publishing Co, 
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treatment of some types of psychoses. Needless to say it is not possible 
within the scope of this presentation to embark on a lengthy descrip- 
tion of the complicated etiological factors existing in each type. To do 
justice to the therapy of the psychoses each would require a volume to 
itself; * and in any case we are concerned in this survey less with 
elaboration of mental content than with the main moyements of the 
analytic process. 


Depression and Manic-depressive States. When considering, 
under the heading of ‘mild’ cases, the analysis of some depressions of 
a mainly reactive, traumatic type, a general outline of therapeutic 
policy was given which will serve as a suitable introduction to analysis 
of endogenous depressions (see pp. 200-202). For although the first 
stage of analysis of depressive cases seems to be very similar to that 
observed in the expectant analysis of the psycho-neuroses, we must, as 
in the case of reactive depressions, be ready to meet the earliest 
resistances with a definite policy. Actually the first stage of analysis of 
depressions is much longer than it is in the case of neuroses; indeed, 
should it threaten to come too quickly to an end, every effort must be 
made to reopen and extend it. During this stage it is essential that the 
recoverable traumatic history of the patient should be fully expanded 
and ventilated. 

But whereas in the reactive depressions the first traumatic experi- 
ences to be recounted are in effect the precipitating factors of the illness, 
in the endogenous depressions the precipitating factors are at first 
much more difficult to detect; traumatic crises appear to be scattered 
throughout the life history; and we get the impression of a ‘traumatic 
summation’ with, however, a strong feeling that behind the summating 
series lies an affective core concerned with infantile defeat, and with 
the evasion of object relationships. 

Alongside this social recital of traumatic episodes, one becomes aware 
of a running commentary on the emotional minutiae of current life, a 
sensitiveness to ‘sample’ situations of neglect, hurt or defeat which 
provokes reactions of ‘grief’ mingled sometimes with indignation, and 
for which the patient is inclined to make himself emotionally respon- 
sible. It is not long before one realises that the absence of precipitating 
factors is more apparent than real; a quantitative as well as a qualitative 
factor has to be taken into reckoning. As in all psychoses the precipitat- 
ing factor in depression though occasionally massive, need not be more 
than a ‘last straw’. 

Here we have a clue to the general policy of psycho-analysis in the 
psychoses. The organised psychotic ‘symptom-formation’, whether 


* For an outline of the etiology of the psychoses see Glover (1949), 
Psycho-analysis, 2nd ed., London: Staples Press. 
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regressive or restitutive, is built on foundations which in the ‘func- 
tional’ sense * are profoundly disorganised. The incapacity to deal with 
instinctual stimulation leads on occasions of internal tension to an un- 
regulated discharge which is massive enough to sweep aside the 
restraining influences of the ego’s reality sense; and since the head of 
narcissistic tension is greatly increased by the double circumstance of 
libido-introversion and of object abandonment, the functional dis- 
charge is immensely more massive in the psychoses than in all other 
mental disorders with the possible exceptions of homicidal psychopathy, 
and hystero-epilepsy. 

When, therefore, we say that whoever treats a case of depression by 
psycho-analysis must keep in mind the possibility of a suicidal crisis, 
we are merely indicating that the basic layers of the depression, how- 
ever devoid of psychic content, are constituted of a traumatised psychic 
organisation, the activation of which by regressive forces is liable to 
proyoke a massive discharge which disrupts the protective inhibition 
of both conscious and unconscious ego. Once this discharge breaks into 
the channels of unconscious self-punishment set up by organised un- 
conscious conflict, or, more generally, when it takes the form of reflex- 
ion of sadistic impulse, the possibility of suicide exists. There is some 
comfort in the thought, however, that, although the self-punishing 
systems are more remorseless in the depressions, still the spread of 
underlying functional disorder is not so wide, is in fact more selective 
than in the schizophrenias and that consequently it is relatively easier 
to ventilate the traumatic tensions which give rise to explosions. 

We can see then why the first stage of analysis of depressive cases 
must be extended far beyond what we are accustomed to encounter in 
the analysis of the neuroses, and that we must secure as early as 
possible a graduated discharge of old pent-up tensions. We can also 
understand why the analysis of the ‘sample’ frustration situations of 
everyday life is more useful in this respect than the yentilation of 
actual traumata in the adult life history. For not only do these ‘sample’ 
situations, through the influence of their symbolic yalue together 
with factors of displacement and identification, give a clue to the un- 
conscious core of emotional conflict, but, owing to their relatively 
reduced cathexis and wider spread, they permit the analysis of affect 
to proceed in small and assimilable doses. 

During this period it is not hard to detect the prevailing trend of the 

* For a full discussion of the concept of ‘functional’ disorder (1) see Glover 
“Psycho-somatic and Allied Disorders’ and ‘Psychoses’ in Psycho-analysis 
(1949), 2nd ed., London: Staples Press. (2) ‘Functional aspects of mental 
disorder’ (1950), Int. J. Psychoanal., Parts 1 & 2. (5) ‘On the desirability of 
isolating a “functional” (psycho-somatic) type of delinquency’ (1950), Brit. 


J. Deling., I., 104-112. (+) Psycho-analysis and Child Psychiatry (1955), 
London: Imago Publishing Co. 
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infantile libido. The frequency of oral images, interests, inhibitions 
and reaction-formations is unmistakable and the sadistic aspects of 
these interests are usually heavily blocked by inhibitions; nevertheless 
it is often possible to uncover in small doses some of the violent anger 
and object hatred they conceal. It will also be observed that the analytic 
difficulty lies not so much in uncovering states of ambivalence but in 
releasing the hostility which runs in alternation with an undue infan- 
tile dependence. In the more positive swings the patient is always ready 
to find excuses for the frustrator, and to take the blame on himself for 
his miseries and hurts. 

As is to be expected, some echo of these reactions is to be heard in 
the transference situation: and it is not difficult to introduce a little 
early transference analysis which, inasmuch as small doses of affect are 
involved, might well be called the analysis of transference samples. 
The modern shibboleth—‘ analyse the aggression in the transference’ 
—seems to me a quite crazy policy in the early stages of analysis of a 
psychosis. In the analysis of psychoses we depend above all on the frail 
rope bridges provided by an aim-inhibited object attachment, and 
although some relief of negative elements may improve the trans- 
ference relation, the free opening of pre-genital reactions puts analytic 
rapport to the hazard. Fortunately in many instances such interpreta- 
tions defeat their own end by running like water off a duck’s back and 
producing no effect beyond a suspicion on the patient’s part that the 
analyst is as peculiar as he is himself, which indeed may in such 
instances be very near the truth. 

But although the generally accepted theory of an acute oral-sadistic 
ambivalence, confirms the etiological significance in depression of an 
oral fixation, it would be a mistake at this stage to plunge into so-called 
deep interpretations of primitive oral phantasy and guilt, e.g. canni- 
balistic phantasies or introjection phantasies based on ‘oral primal 
scenes’. In any case the effects of an oral fixation depend not only on 
its original strength but on the points in subsequent infantile develop- 
ment at which it has exerted its too strong influence; and, in fact, 
positive genital interests and anxieties play at first a much greater 
part in the picture; although, to be sure, homosexual varieties of un- 
conscious reaction run these a close second. In any case our first concern 
is to alleviate stress and, on the strength of that alleviation to prepare 
for the second stage of analysis. Needless to add, should the patient’s 
stresses prove too explosive, despite our most careful efforts, we must 
be ready in his own interests to keep him under house-supervision 
even at this early stage. In some cases, however, the crises can be 
tided over with the help of moderate sedation, which, provided the 
transference situation is relatively stable, should be prescribed by the 
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The second phase of the analysis and to a certain extent the trans- 
ference phenomena characteristic of it have a certain resemblance to 
the second stage of the analysis of a psycho-neurosis; with this essen- 
tial difference, however, that, all the time, we can feel the pressure of 
a distant storm-centre of tension. The resemblance is not at all sur- 
prising when we reflect that in depressions the factor of summation 
of object-traumata is decisive, and that the final infantile trauma is a 
genital Oedipus trauma which the individual is less able to bear 
because of the earlier narcissistic organisation of his libido; or, what 
comes to the same thing, because the disruption of object relations in 
the pregenital levels leads to a degree of object abandonment which is 
not present in the neuroses. In other words, the libidinal regression 
reaches an earlier traumatic level than the ego regression. ‘The object 
of the ego-analysis must therefore be in the first instance to correlate 
the Oedipus trauma with earlier pre-genital traumata, following the 
record of both types of object relationship through the introjections or 
identifications which are gradually uncovered. In depressions much 
more than in the neuroses it is obvious that the Oedipus situation has 
not been abandoned but has been continued in the form of ego— 
super-ego conflict. This is a fact which has been much obscured by the 
over-emphasis in clinical presentations of the theoretical aspects of 
guilt conflict in which constant reference is made to a struggle between 
ego-institutions referred to in terms of ego and super-ego. Meta- 
psychological descriptions are of little value in clinical analysis, a fact 
which is born out by the futility of using analytical terminology in the 
course of interpretation. 

Once the Oedipus relation has been subjected to a preliminary 
analysis with beneficial result, which incidentally can usually be 
measured by an improvement in current object relations both social 
and sexual, we are ready to undertake the main work of the analysis, 
namely, uncovering the early phase at which the traumatic abandon- 
ment of object relations with one or both parents led to pathogenic 
introjection. Object libido having been withdrawn, sadism having been 
defused, a state of pathogenic narcissistic tension is induced which is 
distributed between the ego and what were once its object-imagos, 
giving rise to a pathological condition of unconscious guilt, represented 
clinically in the need for punishment. 

At this point the patient’s unconscious tensions become more vio- 
lent, and it is frequently necessary to divert the analysis again to more 
superficial levels at which these are more tolerable. Fortunately the 
genital Oedipus level contains a sufficiency of pre-genital displace- 
ments to secure displaced, if modified, discharge of these tensions. A 
common example of this overlapping of traumata occurs when the 
patient has been subject in his Oedipus phase to oral frustration, e.g. 
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observing the suckling of rival children. These memories serve to 
cover and at the same time to give a displaced discharge to some of 
the earlier tensions. Nevertheless as time goes on the analysis must 
return with increasing frequency to secure discharge of the uncon- 
scious phantasies built up round early object abandonment, and to un- 
cover the mechanisms by which tenuous object-relations were originally 
preserved at the cost of acquiring guilt in respect of the main trauma. 

In spite, therefore, of the many resemblances between the prelimi- 
nary analysis of the Oedipus situation and its ego derivatives in the 
depressions and in the psycho-neuroses, the analyst must continue to 
bear in mind the essential differences in the dynamics of the situation 
and consequently in the analytic policy that must be pursued. He must 
above all refrain from a policy of laisser-faire, in other words, trusting 
to an expectant analysis of the standard Oedipus situations to solve his 
difficulties. He must not only be constantly vigilant but have a con- 
stant purpose in mind, namely, the abrogation of guilt mechanisms 
which are strong enough in a crisis to suspend not only the patient’s 
sense of reality but his self-preservative defences. To be sure the 
analyst does not interfere with the spontaneous expansion of the Oedi- 
pus situation, but he is ready to exploit the temporary stabilisation 
effected by this piece of analysis to uncover and pursue the patient’s 
introjective processes on which the fundamental depressive position 
depends. 

The position can be conveniently set out in metapsychological short- 
hand. Beginning with dynamic aspects, the analyst must keep in mind 
the fact that whereas in the neuroses, the introversion of libido 
following the precipitating frustration takes the form of a dynamic 
regression to infantile fixation points, in the depressions the intro- 
version is accompanied by some degree of object abandonment and 
consequently gives rise to a fresh introjection of objects on a sadistic 
basis. As has been pointed out the introverted libido is accompanied by 
a charge of defused sadism and both of these extra strains are distribu- 
ted through the existing ego and super-ego systems. Introjective pro- 
cesses are thus drawn into the process of regressive defence and the 
conflict between ego and super-ego institutions must consequently be 
regarded from this functional point of view. In simpler terms the 
pathological guilt, operating at a narcissistic level, is itself an attempt 
at discharge of excessive narcissistic energy. 

These dynamic crises can be subdivided with the help of structural 
criteria. Two main positions exist: that in which the fresh introjection 
goes to reinforce existing super-ego structure, and the reinforced sad- 
ism of the super-ego is directed at the ego, and that in which the identi- 
fication of ego and object leads to turning of freed sadism through the 
egoagainst the super-ego. These main divisions are capable of qualitative 
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sub-division in accordance with the emphasis of mother and father 
elements in the super-ego introjection and in the ego-identifi- 
cation. 

As has been suggested, such theoretical considerations are useful 
only in so far as they give a rough general direction to analytical 
policy. The concept of a synthesised or unitary super-ego and ego 
structure is a theoretical convenience and does not adequately repre- 
sent the clinical facts. As I have repeatedly maintained, both ego and 
super-ego are multinuclear; and each nucleus has various facets 
depending on the variety of original ego-object relations and on the 
component impulses concerned. To talk of guilt in terms of a conflict 
between unified institutions is convenient enough in the case of local- 
ised disorders such as the psycho-neuroses: but it gives a wholly 
misleading impression of the dissociated state of the mind in the 
psychoses. 

Expressing this in terms of clinical movements, we can see that the 
jumping-off ground for analysis of deeper ego-structure lies in the 
unconscious homosexual organisation of the depressive. Being based 
mainly on narcissistic identification this gives a lead to the analysis of 
earlier narcissistic stages, which are all important in the ‘narcissistic 
neuroses’. It is not hard to observe that behind the oro-genital trau- 
mata of the positive Oedipus position lies a homosexual trauma of at 
least equal intensity, which in turn covers still earlier traumata 
associated with the mother imago. Throughout the development of 
the depressive, the type of object attachment is in any case mainly 
narcissistic, a fact which not only renders object relations extremely 

_ tenuous, but promotes faulty identification and introjection. The ulti- 
mate object of the analysis is therefore to uncover the phases of develop- 
ment where the individual had to choose between two evils, the pre- 
mature abandonment of a phase of object-relations or the retention of 
tenuous object-relations by means of a guilt system promoted by faulty 
introjection. In fact both types of reaction are usually present in 
depression. 

As is to be expected it is at this point that the maximum resistances 
take effect. The patient’s guilt systems, representing as they do a form 
of object-relation which avoids the psychic dangers of object abandon- 
ment are extremely refractory to analysis at these earlier levels. In 
particular, the pre-genital relations to the mother, which after the 
first examination of the genital Oedipus situation, are conspicuous by 
their absence, contribute to this resistance. Moreoyer, having been 
established at a time when pre-logical symbolic thinking is at a 
premium, the guilt systems are displaced and securely entrenched in 
all varieties of contact with the external world of objects. This ex- 
plains why the analysis at this stage must proceed at two levels simul- 
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taneously, viz. a dream level and at the most superficial level of every- 
day life. Provided the patient is not in too deep a state of regression, 
he will give fairly copious material at both levels. When any hold-up 
in dream-material occurs, a careful sifting of the experiences of the 
previous twenty-four hours will usually disclose reactions of an emo- 
tional type, which have a certain psychotic intensity and the analysis 
of which will provide sufficient temporary relief to permit further 
exploration of deeper levels. 

Needless to say, the exploration of current levels includes the analysis 
of every variety of transference manifestation. Throughout treatment 
two main features of the transference are constantly apparent, first, 
the essentially narcissistic nature of the bond and, second, in so far as 
the transference takes an anaclitic form, the constant attempt to secure 
amelioration through the transference itself rather than through the 
process of analysis. Naturally this second manifestation alternates with 
phases of profound scepticism, both of which reactions reflect the 
original effect of traumatic frustration, The patient seeks endlessly for 
gestures of understanding, constantly looks for active assistance which 
will cure his state of mind and enable him to accept the conditions of 
adult life, relapses as frequently into disappointment and dejection 
and calls out his guilt mechanisms to meet this situation; the result of 
which is a combination of acute misery and an increasing lack of interest 
in everyday life. At the same time he is constantly testing the strength 
of his own narcissistic bonds with the analyst, cannot brook anything 
which he construes as opposition or criticism and finds plenty of oppor- 
tunity during the process of interpretation to prove to himself that he 
is the target of the analyst’s disapproval or that he is both misunder- 
stood and rejected. 

What happens at this stage depends on the clinical form of the 
disorder. In the so-called ‘pure’ depressions a period of prolonged 
‘working through’ is entered upon, which differs from the second 
stage of the analysis of transference-neuroses in that the focus of con- 
flict is not fixed. Indeed, if it should appear to remain fixed every 
attempt must be made to change the point of analytical application. 
A feature of the analysis of depressives is that the material retains a 
constant ‘freshness’, due no doubt to the influence of traumatic factors 
whether directly revived or displaced. There is no department of 
psychic activity which does not provide material for analysis. Memories 
have to be constantly ransacked for fresh detail and “points of coverage’, 
social life and work have to be combed for symbolic ‘points of discharge’ ; 
domestic life provides constant opportunities for depressive reaction 
and the psycho-sexual life not only gives occasion for traumatic re- 
enactments but provides the analyst with a current measure of fluctua- 
tions in free libido. Throughout this stage of analysis every effort should 
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again be made to convert reactions into abreactions and in general to 
raise the threshold of sensitiveness in the manner indicated for the 
opening stages. 

Should, however, the disorder be of the cyclo-thymic type the course 
of the analysis is quite different. Many analyses of manic-depressive 
types are brought to a premature conclusion simply because the 
patient has passed a little more rapidly than usual from a depressed 
to an elated phase of the disorder, a change which gives at first a false 
impression of recoyery. And no doubt many of the favourable results 
reported by analysts with some professional pride merely signalise a 
spontaneous transition which the analyst has assisted rather than 
effected through his analysis. It is at this point that the analyst’s 
clinical judgement is at stake. Where a cyclo-thymic reaction has been 
demonstrated in the anamnesis, the patient should on no account be 
discharged until it is reasonably certain that no manic phase is likely 
to appear. If the indications suggest that he is merely in a remission, 
he must be seen through not only any phase of elation that may ensue 
but any subsequent reactivation of the depressive situation. 

Throughout the manic phase the main objective of the analysis must 
be to continue the yentilation of the depressive core, evidence of the 
continued existence of which is not hard to find. Two points must, 
however, be borne in mind. Along with the comparatively sudden 
externalisation of libido seeking for new objects goes a diminution of 
dream-recollection and a hardening of unconscious resistances. 
Secondly, the fresh object investments, although improving social and 
psycho-sexual contact, frequently follow the line of symbolism and 
express themselves through a number of sublimated activities. Some 
discrimination must therefore be exercised. The symbolic type of 
object investment should not be subjected to analysis unless the condi- 
tions present any elements of traumatic frustration. Similarly positive 
manifestations of increased social and psycho-sexual contact should be 
analysed only in so far as they may bring to the surface hitherto 
unanalysed or only partially analysed anxieties and guilts. It is often 
the case, for example, that in the phase of increased sexual freedom, 
including phantasies or episodes of a promiscuous type, genital 
anxieties and guilts, which have not been exhausted in the earlier 
phases of Oedipus analysis, interfere with the activity of new invest- 
ments and on some occasions give rise to transient formations of a 
perverted type. 

The reason for exercising discrimination in following the course of 
externalisation is manifest. However the earlier traumata may be 
ventilated, they cannot be undone; and since they have interfered 
with ego-syntonic gratification during all stages of ego-development it 
is important that the patient should now lay down reserves of realistic 
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gratification which will help to prevent any subsequent relapse into 
faulty introjection. For this reason, only the reactions to frustration 
should be analysed. With one exception, however. In the elated phase 
of manic-depression, transference-reactions, though never so dramatic 
as in the hysterias, become more flamboyant. These can now be anal- 
ysed in both positive and negative aspects without disturbing the ana- 
lytic situation, which indeed will benefit from the process. It is also 
possible at this stage to uncover through the transference the original 
narcissistic nature of introjection and identification and to free libido 
for a more anaclitic type of reaction to objects, in other words, to 
release some of the earlier love impulses which have been blocked by 
traumatic frustration and the consequent object abandonment. Jn the 
analysis of depressives it ts just as important to free the patient's latent 
love-capacities as it is to ventilate his latent hate. 

It is scarcely necessary to add that this outline applies only to cases 
which can be described as ‘ambulant’ in the sense that treatment can 
be carried out in the consulting-room with only occasional domiciliary 
visits during periods where a degree of supervision is necessary. In 
such cases it is not necessary to wait for a remission before commencing 
analysis, and in fact most of them commence during the depressed phase. 
In more severe cases there is some adyantage in delaying analysis until a 
remission occurs, but too great delay is inadvisable and, provided the 
patient has not reached the deeper stages of depression, a beginning 
can be made. In such instances arrangements should be made before- 
hand to meet any crisis. Two types of case haye to be considered, 
those in which the preliminiary diagnostic survey suggests that the 
opening up of traumatic situations will lead to a suicidal crisis before 
the transference is sufficiently durable or indeed that early negative 
transferences will themselves induce a crisis. If it seems likely that 
these crises cannot be tided over by appropriate sedation, the analysis 
should be commenced under conditions of supervision carried out by 
a colleague. In the second type where the pattern indicates that after 
a slow and gradual deepening of the depression the patient is likely to 
require supervision, an ambulant analysis can be commenced and 
provisional arrangements made so that supervision can be established 
whenever necessary. 

Such arrangements raise the question of ‘distributed transferences’. 
It may be said at once that in most depressive cases and in a number 
of mild schizophrenias this is by way of being an analytical bogy. To 
be sure in the transference-neuroses, distributed transferences, such as 
those developing when it is necessary for the patient to undergo inter- 
current organic treatment, hold up the progress of analysis. Granted 
also that the depressive case will seek to exploit the transference situa- 
tion for purposes of ‘cure by counter-transference’ and that when 
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disappointed in this particular respect he will, likesome psycho-neurotics, 
seek for extra-analytical transference situations. Yet his need for ana- 
lytical support is such that he can accept the recommendation of 
hospitalisation without undue negative reaction, provided he feels that 
the decision is dictated by the analyst’s personal regard for his inter- 
ests. In a state of negative transference, however, the decision should 
be delayed as long as is compatible with safety. 

Tt follows that the analyst should continue to keep contact with the 
patient during the period of internment. Whether the continuance of 
active analysis during the period is feasible depends on the extent of 
the patient’s regression, not to mention the effective attitude of the 
hospital staff, who in point of fact, though often apparently co-opera- 
tive, are in practice just as often obstructive. Should the crisis be a 
suicidal one without other signs of interference with reality sense, 
analytical contact can be re-established after the period of sedation is 
completed. But where the reality sense of the patient is profoundly 
affected, the analyst can do little more than play a receptive rôle. 
Some observers report the success of ordinary interpretative handling 
during phases of active delusion; but I have never been able to con- 
vince myself that these temporary improvements were due to inter- 
pretation rather than to spontaneous remission under conditions of 
personal contact. In some instances, however, it appeared that the 
non-analytical routines or disciplines practised in most mental homes 
added compensatory therapeutic force to the analysts’ visits. 

Similar considerations determine the general attitude of the analyst 
in all cases of depression, suicidal or otherwise. Although the analysis 
cannot provide either in quantity or quality the counter-transference 
sought by the patient, it is clear that the patient’s reinforced narcissis- 
tic renders him acutely sensitive to the analyst’s personal attitude; 
although apparently co-operative the patient is in fact constantly on 
the defensive. So much so that should the analyst find the personality 
of a depresive case generally uncongenial to him he would be well 
advised not to embark on the analysis. For the same reason the analyst 
should be ready to relax when necessary the customary formalities of 
analysis. Depressives do not always react favourably to the recumbent 
position with the analyst out of sight. And while as a rule there are 
many analysable reasons for this, the analyst should be prepared to 
conduct the analysis for prolonged periods in the face to face position. 
He should also be prepared to follow with personal as well as analytical 
interest the vicissitudes of the patient's daily life, in particular the 
emotional setbacks he may experience. He can himself provide and 
regulate the sedation necessary during critical periods: by so doing he 
will often be spared the necessity of instituting supervision. All this 
can be achieved without deflection from the purposes of analysis; and 
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the patient is under no illusion that he is being treated by infantile 
counter-transference. 

Finally as to the indications that a suicidal crisis is at hand. These 
fall naturally into two groups: (a) general indications such as might 
herald a crisis in any clinical type but are of special moment in the 
analysis of depressives, and (b) special indications which point to the 
activation of suicidal mechanisms. Amongst the former group may be 
listed sudden increase in symptom-formations, signs of acute guilt 
within the analytic situation or in response to minor emotional setbacks 
in everyday life, and rapid increase in the negative transference 
associated with gross disturbance of the associative process. Needless to 
add, major crises in everyday life, illnesses in the family, setbacks in 
work or love or a cumulation of trying and depressing circumstances 
can act as precipitating factors of a suicidal crisis. 

Amongst the more specific indications, two are worthy of special 
attention. Any serious damping down of reality contact, a state of 
affairs that is frequently masked by apparent inertia, diminution of 
free genital libido or the emergence of perverted phantasies or acti- 
vities, should be regarded as danger signals, the more so if there is an 
increasing lack of insight. More useful is the emergence in dream life 
either of acute conflict or of ‘nirvana’ dreams the affect of which con- 
tinues into waking life. One suicidal patient, for example, found her 
dreams and waking thoughts accompanied by certain snatches of 
music, which at a later stage she of her own accord christened ‘death- 
music’. It was an infallible indication. Also during these periods her 
dreams, day-dreams and phantasies were concerned with red-faced 
figures who disputed angrily or attacked figures with pale faces. These 
were associated with phantasies of throwing herself over Battersea 
Bridge. Another dreamed continuously, during crises, of explosions 
which would shatter a crowded omnibus and leave legs, arms and 
torsos strewn about, a condition of combined father, mother and 
sibling aggression which through his guilt mechanisms he proceeded 
to turn on himself, In yet another case the suicidal crisis was heralded 
by dreams of a nirvana type which continued into waking life for a 
few hours each morning; during the same period the patient advanced 
various ‘philosophical’ justifications for self-destruction. Such carry- 
over of affect from dream to waking life is also observed in many 
hysterical conditions but in depressive cases there is much less insight 
and less ready reaction to interpretation than in the hysterias. 

The possibility of a suicidal outcome adds urgency to the question 
of handling such crises as are not severe enough to call for supervision 
and when the patient is able to continue attendance with or without 
sedation. Needless to say the policy of general interpretation, trans- 
ference analysis etc., does not differ in principle from that indicated 
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in any analytical crisis whatever the type of case. Owing, however, to 
the traumatic sensitiveness of the depressive case, two special man- 
œuvres are indicated: first, to recognise and reduce the immediate libi- 
dinal or reactive tensions, and, second, to break up such constructions 
or psychic situations as seem to lead to a summation of tensions. In 
depressive cases there is a marked tendency to summation of anxiety 
and guilt factors belonging to different psychic levels. As has been 
pointed out, oral and genital anxieties, together with their associated 
sado-masochistic charges, tend to merge: hence it is essential to recog- 
nise which of these systems is causing the greater difficulty and to 
guide interpretations accordingly. By reducing the total tension to its 
elements, the conflict can be distributed and the ego strengthened at 
its immediate weakest point. 

The same applies to certain combined situations, such, for example, 
as the simultaneous operation of mother and father negative; al- 
though, in this connection it should be remembered that the one form 
may mask the other. Here again it is essential to separate the elements 
and to reduce whicheyer of them seems to call for the more active ab- 
reaction. Dynamically speaking this therapeutic process can be described 
as a splitting up of condensed or fused affect: structurally it depends on 
a weakening of pathogenic (narcissistic) identifications and a reduction 
of the introjective systems to their original nuclear elements. 

This process of redistribution of conflict raises again the problem of 
controlling the direction of analysts which has already been considered 
in connection with the opening phase. The maximum danger of suicide 
exists when the different levels of conflict coincide and permit a 
regression which activates the most primitive levels of functional dis- 
charge. At this point the tension of sado-masochistic energies may 
loosen a discharge at a level where the realistic distinction of self and 
not-self no longer exists. And it can be frequently observed that at this 
point the associative process becomes intolerable to the patient, who 
may state quite frankly that he ‘cannot stand’ some associative se- 
quence. During less stressful periods the depressive himself employs 
a variety of manceuvres calculated to head off any approach to his most 
painful constellations: he may concentrate his attention on cover- 
memories or revive pictorial memory-images of an almost hallucinatory 
intensity, the object of which is also to deflect association from its com- 
pulsive course; or, following the channels of projection, he may 
become absorbed in a multiplicity of minor happenings in his daily 
routine of external contact. The problem arises whether on occasions of 

sudden stress we can take a leaf out of the patient’s book and temporarily 
head him off lines of association which threaten to open up an old sore 
before he is capable of handling the associated affect more successfully. 

The answer is of course that, provided we recognise the main patho- 
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genic focus and are familiar with the patient’s usual forms of defence- 
deflection, we can reduce the concentration of tension by imitating 
the same process. By ourselves introducing subjects which normally 
provide the patient with displacements or substitutions, we can draw 
off or rather redistribute some of his pathogenic energies. More per- 
haps than any other type of case, the depressive reacts to repeated 
interpretations as if they constituted proof of his guilt, a state of 
affairs which is common enough in most analyses: harping on the 
same string, in any case a too common failing of analysts, may produce 
the very effect we wish to avoid, namely a concentration of depressive 
effect. 

This selection of material must, however, be guided by a policy of 
ego-strengthening. The inner conviction of the patient that he is love- 
less as well as unloved is a constant source of ego-weakening. It should 
therefore be our object to reinforce those parts of the ego which are 
less affected by guilt processes and through which the patient’s capacity 
for positive contact can be increased. The same policy should be 
followed when encouraging the patient to make decisions regarding 
his life and work which owing to a feeling of inertia he is unable to 
make himself. Naturally, these manceuvres are adopted only when it 
is clear that the patients limits of absorption have been reached, and 
when it is equally clear that our attitude or advisory interference will 
not be construed as a hostile or reproachful gesture. At the same time 
some latitude should be given to the depressiye’s spontaneous efforts 
to reduce his states of tension. This may sometimes inyolye suspension 
of the analysis during short periods when the patient has a strong 
impulse to change his milieu. Even so the analyst should maintain 
contact during the period, by telephone or correspondence. Changes 
of occupation should not, however, be encouraged when it is clear that 
during remissions the existing occupation is the most suitable. New 
and binding emotional commitments are likewise undesirable, al- 
though in depression as in mania a tendency to seek relief in this way 
is common enough. 

With regard to terminal phases little need be added to what has 
already been said. In some cases of depression a slowly tapered terminal 
phase is desirable; but in many instances the analysis is brought to a 
close by a series of deliberate interruptions. The length of the terminal 
phase varies but it is in any case much more protracted than in the 
case of the psycho-neuroses; as a rule a period of a year is necessary. 
In all cases the decision should be canyassed for some time before a 
rough period is indicated. If the estimate proves to be a mistaken one, 
this admission should be freely made and the analysis continued until 
a more accurate estimate is possible. 
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THE ANALYST’S CASE-LIST (4) 


Intractable Cases (2) 


Boron: proceeding to consider how far pure 
psycho-analysis can be applied to the broadly based schizophrenias and 
rigidly organised paranoias, it is well to take stock of the therapeutic 
techniques so far described. Looking back over our progress from the 
accessible to the more inaccessible mental disorders it becomes clear 
that psycho-analytic therapy as generally practised, although based on 
certain well-defined principles of mental function, is in its purest 
form best suited to those psycho-neurotic or equivalent disorders from 
the study of which, indeed, the principles were originally established. 
As we have passed from the treatment of neuroses to that of deeper or 
more widely spread mental disorders, it has become obvious that an 
increasing number of modifications of technique are necessary. Not 
only so, the standard outline of the ‘analytic situation’ no longer con- 
forms to the orderly pattern indicated in the case of the neuroses. A 
number of advanced cases often commence analysis in a state of 
defence which is found only in the second stage of analysis of a 
psycho-neurotic character and must be treated accordingly; or the 
turbulence of instinctual stress may be such as to compel relaxation of 
the formal rules of association and interpretation; or again the degree 
of ego-disorder, including the patient’s capacity for reality proving, 
may lead to repeated abandonment by the analyst of his customary 
attitude of neutrality and expectancy, in some cases to temporary sus- 
pension of the analysis in favour of a period of hospital supervision. 

In view of these modifications we must make shift to answer the 
question raised in the previous chapter, viz., at what point in the modi- 
fication of its techniques does psycho-analytic therapy no longer con- 
form to the essential principles by which it is distinguished from 
non-analytical therapies. In particular we must inquire how far the 
deliberate ‘regulation’ of analysis conflicts with the view propounded 
in the introductory chapter that psycho-analysis is a process which has 
the same general outline in all cases. Looking back to those earlier 
days when symptomatic criteria played a large part in determining the 
direction of analysis it is clear that the analyst, although using the 
technique of free association, was satisfied with reduction or resolution 
of symptoms and did not worry too much whether he had thoroughly 
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exacting standard was that, particularly in the case of hysteria, the 
patient’s infantile amnesias had to be reduced to the point where the 
outline of his childhood development and the major sources of infantile 
conflict were clear to him. It will be seen then that although the 
clinical scope of these early analyses was comprehensive, the process 
itself was, whether the analyst knew it or not, a ‘regulated’ one. 

With increasing understanding of earlier stages of mental develop- 
ment technical standards tended to become more ambitious, more 
exacting and more systematised, a state of affairs which incidentally 
was reflected in the increasing length of analyses. To give an extreme 
example, it was sometimes maintained and is, I believe, still main- 
tained in some quarters, that no analysis could be regarded as complete 
that did not include a re-experience of the depressive phases through 
which, it was alleged, every patient has passed during infancy or early 
childhood. Clearly, if every analysis must include a full exploration of 
unconscious mental structure and function from birth to the average 
age of five years, we must admit that an overwhelming proportion of 
the average analyst’s cases are never ‘analysed’. If, however, these 
more exacting standards are based less on clinical grounds than on 
theoretical counsels of perfection, and if only the pathogenic factors 
giving rise to symptom-formation call for analysis, greater latitude in 
definition of psycho-analysis can be allowed, is indeed essential. We 
can then say that, however striking the modifications may appear, the 
technique can still be regarded as psycho-analysis provided certain 
fundamental rules governing the therapeutic process itself are not con- 
trayened. Of these the most important are the avoidance of techniques 
of suggestion through rapport or, what amounts to the same thing, 
avoidance of exploitation of counter-transference. To which, needless 
to say, must be added the cardinal necessity of analysing the trans- 
ference. Provided therefore alterations in the dosage of interpretation, 
relaxations of the association and other formal rules, purposive control of 
the directions of analysis, application of ‘active’ procedures and the 
adoption of protective measures up to and including hospitalisation, 
are dictated by the clinical necessities of the case and do not abrogate 
the principles of interpretation and transference analysis, the method 
can legitimately be regarded as psycho-analysis, however widely the 
form of the total analysis may vary from the classical form observed in 
and appropriate to the analysis of psycho-neuroses. 

The validity of these considerations is well brought out in the case 
of child-analysis. At first sight child-analysts appear to abrogate their 
own principles by playing games with their patients; but the prime 
object of play-technique is neither to exploit transference relations nor 
simply to promote abreaction; nor is it used as a vehicle for sugges- 
tion; it is an instrument of analysis the aim of which is to encourage 
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spontaneous phantasy in persons who have not yet acquired full command 
over the secondary processes, who in fact cannot think ‘freely’, or 
only to a small extent, in any other way. When, as in older children, 
adolescents and adults, the secondary processes are more fully organ- 
ised, recourse is had to verbal association on the assumption that, pro- 
vided censorship of ideas is suspended, the primary processes will 
exercise preater sway over secondary processes, thus presenting 
material for interpretation. 

Applying these criteria to the analysis of psychotic cases during 
phases of actual psychotic function, we can say that so long as the 
technique is directed towards uncovering and interpreting pathogenic 
material and so re-establishing the sway of secondary processes, the 
procedure, however formless, can be regarded as a variety of psycho- 
analysis. Should, howeyer, the analyst begin to play rapport-games with 
his patient, depending for his results on the transference influence of 
his behaviour and on his powers of effecting reassurance, his tech- 
nique is non-analytical in principle and practice however much he 
may exploit analytical understanding. 

To this may be added the consideration that although the analysis 
of advanced disorders may of clinical necessity be so interrupted and 
modified as to appear formless and stageless, nevertheless it is true 
that the application of analytic principles of treatment brings about a 
certain order of therapeutic development, corresponding to the second 
and third stages of the analysis of a psycho-neurotic case. What is often 
although by no means inyariably absent in the analysis of the more 
extensive psychoses is that period of mobilisation and expansion of 
material for interpretation which in the case of the psycho-neuroses 
has been described as the first or ‘opening’ phase. 

Theoretically the situation can best be described in terms of primary 
and secondary processes. In the ordinary psycho-neuroses the first 
stage of analysis brings about a gradual uncovering of primary processes 
and the second and third stages represent respectively the correction 
of primary discharges and the return to ego control through adapted 
secondary processes. In the case of the psychoses primary processes are 
already too much in evidence at the beginning of analysis, which may 
therefore be said to commence in (what in the case of the psycho- 
neuroses would be called) the second stage. And although these second 
and third stages overlap a good deal or run in alternating sequences, 
yet the two moyements can be clearly distinguished. In short using the 
concepts of primary and secondary processes we can formulate a fourth 
and functional system of dividing the analytic situation into stages, the 
other three being libido, transference and ego systems (see pp. 10-17). 


Schizophrenia. It will greatly facilitate description of the rôle of 
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psycho-analysis in schizophrenia if we keep in mind that the latter 
term is an omnibus one comprising a variety of conditions which, 
although haying certain features in common, are capable of both des- 
criptive and etiological distinction. Indeed in the light of our know- 
ledge of the various phases, components and fixations of infantile 
development it might well be said that if schizophrenia had not existed 
it would have been necessary to invent it; meaning of course that any 
distortion of the normal early infantile spread of development would 
inevitably give rise to manifestations of the type now included under 
the caption of schizophrenia. For therapeutic purposes, however, we 
may be content with the isolation of types in which, in spite of many 
common psychotic features, four main forms of psychotic organisation 
can be detected, viz. regressive, depressive, projective and restitutive, 
Regarding the whole group in a schematic way we can recognise a 
central system in which the regression, in both instinctual and ego 
aspects, is broadly based (or, in terms of traumatic fixation, where a 
number of scattered nuclear formations have originally been affected 
by the pathological process) and where the restitutive processes are in 
consequence equally complicated. On the opposite wings of this central 
system are to be found those cases in which respectively depressive 
(introjective) and projective (maniac or paranoid) reactions predominate. 

It follows that the selection of mild types of schizophrenia for regular 
analysis is a matter of considerable importance. The most favourable 
types are those mild cases exhibiting occasional extreme inertia but 
with predominantly depressive features and cases in which ideas of 
reference, hallucinations or delusions are absent but which exhibit 
signs of progressive psychic impoverishment (sometimes described as 
simple schizophrenia), Schizophrenic types are more difficult to handle, 
although here again those with strongly depressive features appear to 
be more accessible. Paranoid types, in spite of elements of depressive 
reaction, are the most refractory to analytic influence. 

Following this system of selection it is possible to indicate the general 
outline of analytic policy. Generally speaking this is based mainly on 
the principles governing the analysis of cases of manic-depression but 
differs in certain quantitative and qualitative respects, in particular in 
accordance with the scatter of traumatic fixation points, the degree of 
sensitiveness of reaction to traumatic (frustration) experiences both 
past and present, and the degree of disorganisation exhibited during 
excited phases. 

The interaction of these three factors gives rise to constant difficulty, 
particularly in the early stages of analysis. As in the cases of depressions 
it is essential to reduce as soon as possible the patient’s allergic reaction 
to traumatic excitation; on the other hand the very sensitiveness of his 
reactions and the wide scatter of his fixations renders him liable to 
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relatively explosive crises at any stage of the process. Nor is it possible 
as in the case of depression to trust to the freeing of libido that follows 
abreaction of historical experiences of psychic trauma. Indeed one of 
the danger points of early analysis lies when with an apparent increase 
in or reappearance of object-libido, the patient becomes inyolved in 
one-sided attachments either homosexual or heterosexual which sooner 
or later lead to obvious frustration and renewed regression calling for 
institutional supervision. Even where no obvious object attachments 
develop, it becomes clear from the patient’s increased sensitiveness to 
the symbolic significance of everyday events and situations that the 
Oedipus trauma is the ultimate predisposing factor in the case. This is 
confirmed by examination of the stereotypies and fugue-like reactions 
which appear during these transient states of disorganisation. The 
symbolic play within the stereotypies discloses all too patently the 
traumatic force of Oedipus elements. 

But although the ultimate trauma is a late Oedipus trauma, it is 
important during the early stages of analysis to get as clear an idea as 
possible of the range of fixations that have developed during pre- 
genital phases of infancy and early childhood, and to determine which 
of these have played the most important part in the pathological pro- 
cess. Where the scatter of symptoms is wide this is by no means easy, 
although here again study of the stereotyped actions or phantasy 
patterns is extremely helpful. The most accurate information can be 
obtained when, as is commonly the case, the patient passes from time 
to time through more acute regressions. As the process of reality 
testing deteriorates, he usually produces a characteristic series of psy- 
chotic products whether in the form of stereotyped actions, phantasies, 
delusions or hallucinations. These indicate very clearly the points at 
which ego defences are weakest. 

During this period of observation, the analyst does his best to play 
an expectant and supporting rôle and not be tempted by the apparent 
simplicity of the symbolic content into premature interpretations such 
as might be legitimate enough in psycho-neurotic crises. On the other 
hand, the longer a purely expectant rôle is played the more the 
analysis tends to become pure rapport therapy. Sooner or later the 
analyst must decide in which of many possible directions he will 
attempt to lead the analysis; whether for example he will risk provok- 
ing a crisis by interpretative pressure at one of the more sensitive 
points, or attempt to reduce tension at less yulnerable points and to 
undercut to some extent the symptomatic process without provoking 
reactions he cannot control. 

This is a matter which must be decided according to the state of the 
transference or more accurately by estimating the factors which interfere 
with the development of a stable transference. In other words what the 
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analyst must determine is not so much what might be called the total 
strength of the transference but the particular form of transference 
bond which brings about the most stable contact. Having done so he 
should deal with such traumatic reactions as appear to have obstructed 
these particular channels of libido. 

This is the point where experience with depressive psychoses will 
stand the analyst in good stead. It should be remembered that although 
narcissistic regression following abandonment of object-relations is the 
characteristic feature of all psychoses, the abandonment is not total, 
particularly in those cases which have been selected as suitable for 
analysis. To be sure, transferences such as exist in psycho-neurotic 
cases cannot be expected and, even if present, are so ambivalent that 
they cannot be depended upon. But if the case has been suitably selec- 
ted, some degree of transference of a depressive type will be found 
which, although narcissistic enough, is capable of reinforcement by 
patient analysis of the traumatic factors which originally obstructed 
adequate object-relations. 

Even in this purposive attempt to increase working transference by 
analysis of specific traumatic obstacles need not at first be too direct in 
interpretation. As in the depressions, the patient’s sensitiveness to 
current stimuli, fostered as it is by displacement along symbolic lines, 
is sharp enough to provide ample material for analysis without pro- 
voking too massive reactions. Only when there is some indication that 
the patient’s depressive transferences have developed into more 
anaclitic forms is there much prospect of tackling the more serious 
regressions with any hope of even partial success. 

But although the analyst has at first little hope of being able to out- 
play the patient at the game of symbolic interpretation, care should be ` 
taken at all points to keep one’s finger on the pulse of symbol-forma- 
tion. For this process itself fluctuates in accordance with the state of 
the fringe-contacts which the patient maintains with the object world. 
In other words we should in the psychoses not look for the signs of 
increasing transference familiar in the analysis of non-psychotic cases. 
Transference relations in the psychoses naturally tend to be drawn into 
and to express themselves through the psychotic process. Both positive 
and negative aspects of the transference can be estimated by study of 
the current psychotic products, for example, the exaggerated guilt or 
persecutory reactions and symbolic expressions observed from day to 
day. The most favourable situation exists when restitutive symbols 
begin to make their appearance. In this connection it should be re- 
membered that signs of restitution often make their first appearance 
in hypomanic form, and that as much latitude should be afforded 
these activities as is consonant with the patient’s need for protection. 
Even where depressive or hypomanic reactions appear to be absent, it 
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should not be assumed that they do not operate behind the more 
regressive and projective systems; and every endeayour should be 
made to uncover them. 

Three other indications can be turned to therapeutic advantage, 
viz. the degrees of depersonalisation, the extent of hypochondriac or 
neurasthenic pre-occupation and the amount of functional organic 
disturbance. These fluctuate not only in accordance with the general 
state of the psychotic process but in accordance with the state of the 
psychotic transference and can be reduced to roughly quantitative 
terms. 

Understanding of the peculiarities of the psychotic transference, in 
particular the fact that the ‘transference-psychosis’ must be sought in 
the patient’s psychotic products, enables the analyst to decide whether 
the modifications of technique that are thrust upon him will reduce 
his treatment to a non-analytical level or whether they will permit 
him to maintain a true analytic situation during remission. Before 
coming to a decision on this point he must be perfectly clear as to 
the differences between the transference in a so-called normal case, 
in a psycho-neurosis and in a true psychosis or psychotic character 
case. 

In the case of a normal person or in non-psychotic character cases 
the patient, although unconsciously reading the minutiae of the ana- 
lyst’s demeanour in terms of his unconscious wishes and reactions docs 
not usually inflate his demands in the form of a ‘transference-neuro- 
sis’, On the other hand, in the classical hysterias little doubt is left in 
the analyst’s mind that although the patient retains sufficient reality 
control to accept the non-responsive attitude of the analyst to his in- 
conscious (sometimes conscious) wishes, he makes a vigorous attem pt 
to establish an infantile situation often of a masochistic type and in- 
cluding on occasion infantile erotic demands. In the psychotic case the 
patient although reading with uncanny accuracy the unconscious dis- 
positions of the analyst is neither prepared to develop nor as a rule 
capable of developing a transference-neurosis, * Neither is he prepared 
to accept the analyst’s non-responsive attitude, although he may 
appear to react with seeming indifference to rejection of demands. A 
schizophrenic may very politely and gently invite the analyst to have 
homosexual relations with him and when the invitation is equally 
politely and gently turned aside may change the subject seemingly 
without further ado. Yet we soon realise that he reacts to the minutiae 


* This is rather too broad a statement; obviously the extent of the psychotic 
process varies with the selection of the case. Where a psychotic case with a 
neurotic superstructure is selected there are of course limited possibilities of 
a ‘transference-neurosis’ but this is not very durable and is liable to he swept 
aside by psychotic transferences when a crisis pends. 
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of analytical life as if they were extremely important indications of the 
state of his unconscious relations with objects; in other words, indica- 
tions whether he is loved or hated. 

So long as the psychotic patient is, in the quantitative sense, in an 
ambivalent condition, and so long as the analyst adopts the expectant 
couch technique, the latter can reduce to a low level the amount of 
counter-transference stimulation. But in many psychotic cases the 
exigencies of the analysis deprive the analyst of this counter-trans- 
ference refuge. According to the patient’s state the couch may be 
abandoned, the venue of the analysis may change, personal interfer- 
ence in the form of advice, guidance and often firm injunctions 
regarding reality matters may be unavoidable; so that even if he 
escapes periods of hospital supervision the patient has as many oppor- 
tunities of assessing the analyst’s counter-transference as he would 
have in the case of a friend with whom he was on daily visiting terms. 
Added to which it is obvious that even when he manifests predomi- 
nantly negative reactions to the analyst, the patient is in desperate 
need of some kind of support. 

These two circumstances, namely, the patient’s capacity to interpret 
counter-transference and his need for counter-transference may tempt 
the analyst to an error in analytic policy. Either he may go out of his 
way to present a friendly aspect to the patient, or respond with interpre- 
tations which merely echo the psychotic pronouncements of the patient. 
He may in fact imitate the technique of the child analyst who for the 
time being enters into the games of his child patient (make-believe). 
Against this policy it can be urged that however childlike the adult 
psychotic may be during his regressions, he is at the same time and 
certainly during remissions, very far from being a child; secondly, that 
what the analyst considers to be friendly demonstrations are really 
above the head of the patient who is living at a deeper and simpler 
emotional niveau; thirdly, that nothing is more bogus than the assump- 
tion of a friendliness that is not genuine; and, fourthly, that when it 
comes to ‘deep’ interpretation, the analyst is no match for the psychotic 
patient. Even in a cataleptic state, the schizophrenic continues to inter- 
pret counter-transference at his own level. 

In recent years an increasing tendency has developed to foster the 
belief that to treat a schizophrenic successfully it is necessary to ‘love’ 
him. This belief really dates from the period when Ferenczi, breaking 
away from the expectant technique, and indeed from his own ‘active’ 
modifications of it maintained that to secure analytical progress it is 
necessary for the analyst to show active sympathy for the patient in 
his anxieties. This was and is the apotheosis of ‘rapport therapy’, as 
indeed Ferenczi himself indicated in his earlier studies of hypnosis and 
transference. However much treatmentof this kind may be accompanied 
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by ‘deep’ interpretations, it remains at the level of analytically 
directed suggestion. Whether it is more successful than a purely ana- 
lytical approach in the treatment of the psychoses, or for the matter 
of that in the treatment of any mental disorder, is beside the point. In 
any case it is open to question whether the average analyst shows in 
his personal and professional relations any more signs of brotherly love 
than any other medical practitioner. Indeed, it is always possible that 
the practice of expectant analysis with its unusually sheltered condi- 
tions may render him slightly more deficient in this respect. However 
that may be, the extra claims on his personal attention imposed by 
psychotic crises can well be met by his reserves of professional care for 
the interests and well-being of the patient, without going out of his 
way to profess in his behaviour a degree of attachment he does not 
feel. 

It is safe to suggest therefore that when faced by psychotic crises, 
the sometimes extensive alterations of the analytical situation should 
be limited by two main considerations. One of these has already been 
emphasised, viz. the necessity to safeguard the patient’s interests. The 
other is simple enough: modifications necessitated during crises should 
not be such as will prejudice the resumption of ordinary analytical 
technique during remissions. Psycho-analysis regarded as a form of 
therapy stands or falls not so much in its capacity to shore up ego 
defences as on its capacity to penetrate ego-defences and make contact 
with the unconscious processes that distort normal ego-defences, with- 
out resort to suggestion and without unchecked exploitation of rapport. 
Hence, although psychotic crises may be prolonged and intractable, 
nothing should be done that would prevent re-establishment of the 
ordinary ‘analytic situation’ once the crisis is over. If this is not 
possible and if positive rapport is exploited, no claim should be made 
that the case has been psycho-analysed. 

Given these conditions the general outline of a schizophrenic analy- 
sis can be briefly indicated. Having reduced the traumatic reaction to 
situations of excessive excitation, both past and present, and having 
given preference to the analysis of the depressive aspects of the case, 
thereby increasing the possibility of effecting a normal rather than a 
psychotic transference, attention should be turned to the projective 
manifestations. These are often rendered more accessible by the pre- 
liminary work on pathogenic introjections, but they may be of such 
strength as to necessitate swinging the analysis between its introjec- 
tive and its projective aspects. In so doing the analyst is only following 
and copying the spontaneous policies of the patient, who may often be 
observed to swing from an attitude of projective negative in the 
morning to a depressed but more receptive attitude in the afternoon. 

During this work the analyst should not be deflected from his aims 
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or even intimidated by fluctuations in the purely regressive aspects of 
the disorder, unless of course these are of such violence as to prejudice 
the safety of the patient. Up to a point they constitute a safety valve 
and, provided the pathogenic introjection and projection systems of the 
patient are reduced, regressive products will often diminish without 
any direct analysis. 

Regarding termination the same considerations apply as in the case 
of the depressive psychoses. Many of the symptom remissions observed 
during analysis are spontaneous in nature and ideally no case should 
be terminated until there are definite signs that sufficient reserves of 
ego-defence exist to prevent relapse under ordinary circumstances of 
life. This can best be judged by the history of previous relapses or 
crises and by the capacity of the patient to withstand stresses in his 
emotional life which would previously have initiated an acute regres- 
sion. Even so it is desirable that the end of the analysis should be 
‘staggered’. It must be admitted, however, that classical terminations 
in the case of schizophrenia are far from common, the analysis being 
more often than not brought to an end by extrinsic circumstances. 


Paranoia. In the present state of our knowledge pronouncements 
on the psycho-analysis of paranoia must be hedged by a considerable 
number of reservations, many more than in the case of schizophrenia. 
In the first place the diagnosis of such cases is rarely standardised in a 
way that would permit satisfactory evaluation of psycho-analytical 
efforts at treatment. If, on clinical grounds, we decide to isolate the 
systematised paranoias from paranoid types of schizophrenia, it must 
be admitted that by comparison with other forms of psychosis, the 
former are exceedingly refractory to psycho-analysis. More often than 
not the paranoiac will attend for a period of a few weeks’ duration, 
during the earlier part of which he may appear to exhibit some im- 
provement, eyen after one or two sessions; but by the end of the 
month, he usually abandons treatment on one pretext or another or 
develops an exacerbation of symptoms which is made occasion to termi- 
nate the analysis. Actually many cases are described as paranoia which 
belong to the paranoid schizophrenias and many others appear to have 
been schizoid characters with a marked projective reaction. 

Should, however, the analyst decide to embark on the treatment of 
cases which clinically appear to be of recent origin and which do not 
appear to call for institutional supervision, the main lines of approach 
can be briefly indicated. They do not in fact differ greatly from those 
already described for the other psychoses and can be divided under 
three headings (1) the reduction of traumatic stresses; (2) the analysis 
of pre-genital libido and ego-fixations, and defences interfering with 
transference contact; and (3) the correction of the kernel Oedipus 
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pattern and of the sado-masochistic elements which the latter rein- 
forces. 
But although in the case of depressions it is easy to see that the trau- 


matic elements must be given priority in analysis, in the case of 


paranoia it is much more difficult to determine which of the first two 
lines, viz. the traumatic or the defensive, to follow. Nevertheless the 
decision must be made at the earliest possible moment, preferably 
during the first few sessions; for the longer one waits the more likely 
it is that the patient will build up a psychotic type of defensive trans- 
ference that is inaccessible to analysis. On the whole I have the im- 
pression that it is scarcely possible to proceed to the analysis of trau- 
mata until the more allergic defences of the ego have been ventilated 
and that in any case the core of the Oedipus nucleus (in the case of 
paranoia, of course, the negative Oedipus nucleus) cannot be effectiy ely 
approached until both ego-sensitiveness and traumatic summations 
have been to some extent reduced. 

Of the three main character reactions manifested by the paranoiac 
ego, viz. suspicion, sensitiveness to contact and a defensive aggressive- 
ness, the factor of suspicion calls for priority of attention. It should be 
ventilated from the first session of analysis; also from the first session 
the transference aspects should be raised in the slightly indirect form 
of ventilating the patient’s reactions to treatment. It is rarely difficult 
to elicit these immediate reactions and only too easy to trace their 
development to the earliest remembered years of familial reaction, in 
particular to the mother imago. 

In a sense, of course, the focusing of analysis on reactions of Suspicion 
brings out all the main factors giving rise to the paranoid predisposi- 
tion; and it should be remembered that in paranoia traumatic factors, 
pre-genital ego-defences and the homosexual Oedipus nucleus are ver y 
closely associated (canalised), particularly through the anal-sadistic 
levels; nevertheless by putting the accent on the immediate defences 
against analysis it is sometimes possible to reduce them before they 
harden to an impenetrable negative reaction. If this should be achieved 
without provoking a Crisis, attention should then be turned to the 
summation of traumata which should be linked to the precipitating 
factors, that have operated over a period of years prior to the break- 
down. Admittedly precipitating factors are sometimes hard to estab- 
lish, but if one remembers that the unconscious frustration of the 
paranoiac is on a homosexual leyel or channel, it is not hard to recog- 
nise the immediate (sometimes only symbolic) frustrations that 
precipitate the pathological reaction, 

During these two early phases of analysis the delusional or near- 
delusional products of the patient should not be subject to interpreta- 
tion but should be treated with non-committal receptivity. It should be 
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remembered that such products represent in part the patient’s efforts 
to keep contact with the objects he is only too ready to abandon; for in 
place of homosexual love he has substituted the idea of dangerous 
influences directed at him by objects on whom he is then free to direct 
hostility. It is quite true that the delusional symbols could easily be 
translated in terms of Oedipus phantasy, but such a course is pointless 
so long as the patient’s mind is in a state of regressive defence against 
over-excitation. Incidentally, those who have any doubts about the 
central significance of the Oedipus complex in the psychoses and par- 
ticularly in the paranoias should observe (for they will have difficulty 
in analysing) the reactions of erotomanic paranoias, found chiefly in 
women, in which the homosexual core of the Oedipus complex is 
covered by a layer of positive Oedipus phantasy thinly disguised. 

Although these early and indeed crucial phases of analysis are ex- 
tremely difficult to direct, there is little difficulty in recognising the 
points at which the analysis is likely to run on the rocks. As compared 
with the true depressions in which analysis can be measured by fluctua- 
tions in traumatic guilt, the analysis of paranoias is measured by 
intensities of traumatic anxiety which, however, are to some extent 
masked by reactions of hostility to any form of contact. The chief 
source of error is to regard the easily recognised aggression of the 
patient simply as a measure of his sadistic defences and not as an 
anxiety defence. At this point the analyst should pay attention to his 
own reactions to an apparently strong and sometimes malignant nega- 
tive transference. The analysis of a paranoiac is undoubtedly the most 
severe test of the analyst’s capacity to sustain the impact of a steady 
current of hostility. Only those who can withstand such hostility 
should undertake the analysis of persecutory anxiety. But it is helpful 
to remember that the anxiety which promotes this hostility is of much 
the same dynamic significance as that observed in the analysis of 
neurotic phobias, and that the more this hostility is focused on the 
analysis, without, however, being so condensed as to endanger the con- 
tinuance of treatment, the easier it is to contact the earlier infantile 
anxieties which originally lent pathogenic force to the mechanism of 
primary projection, and to uncover the potentially positive relations to 
infantile objects, which were originally overwhelmed by projective 
defences. The difference between paranoid and hysterical anxiety lies 
in the fact that the early exploitations of projection by the paranoid 
type prevents his being able subsequently to deal with his difficulties 
at the Oedipus phase by repression, whereas the hysterical patient is 
able to some extent to lessen his unconscious conflict by repression 
however faulty. Thereby he preserves his reality sense. ` 

The third phase in the analysis of the paranoiac consists in retracing 
the course of the Oedipus situation. In the case of the male the original 
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relation to the mother will be found to be heavily charged with anal- 
sadistic ambivalence which has later been transferred to the father in 
a homosexual fixation. In both cases the introjections that have been 
effected have set up a sadistic type of super-ego any excitation of which 
is then dealt with by projection, bringing into operation an externalised 
form of unconscious conscience. Only when this process of externalisa- 
tion has been reduced is it possible for the ambivalence due to intro- 
‘jection to be reduced and a more positive reaction to objects established. 

The progress of this last phase is, however, usually interrupted by 
periodic regression, during which the defensive suspiciousness returns 
in apparently full force. This is a situation with which the analyst is 
already familiar in the case of anxiety-hysterias where the later analy- 
sis of the Oedipus situation is accompanied by frequent exacerbations 
of phobias which had already diminished or even disappeared during 
the first half of the analysis. The analysis of paranoiacs is frequently 
broken off during one of these regressions, leaving the patient with 
only a moderate improvement in his symptom reactions. Should, 
however, the patient succeed in overcoming these regressive crises, 
and show an increasing capacity to withstand social and libidinal 
frustration in his current life, termination can be legitimately 
advised. 


Psychotic and severely psychopathic characters. Even if the 
analyst has not had the good fortune to register any striking successes in 
the analysis of paranoias, he will find his experience with this type of 
patient invaluable in the analysis of so-called psychotic character cases 
and severe psychopathic characters. For the striking feature of most 
character cases is the operation of alloplastic systems of defence, 
meaning thereby that abnormal patterns of reaction are displayed in 
object relations, whether sexual or social, the aim of which is to 
modify the environment to suit the fixed instinctual needs and de- 
mands of the patient. This aim corresponds to the reaction of the 
psychotic, with this essential difference, however, that whereas the psy- 
chotic abandons his most important object-relations and substitutes for 
reality a phantasy system of relations, the psychotic character main- 
tains an extremely tenuous system of relations and persists in his 
attempts to modify his objects, thereby maintaining his hold on 
reality. 

Naturally there are some types of psychotic character in which 
regressive features predominate and in which the main symptoms in- 
clude a reduction of already tenuous contacts, together with an exagge- 
ration of personal idiosyncrasies of thought and behaviour. Even those 
psychotic characters who concentrate their peculiarities on contacts 
with objects will usually be found to maintain a number of private 


THE ANALYST’S CASE-LIsT (4) 255 


idiosyncrasies. In short, the character groups illustrate a character con- 
tinuum varying from extremes of regressive and introjective disorder 
to extremes of projective reaction, presenting in a larval form all the 
varieties of pathological reaction that can be demonstrated in a gross 
clinical form in the classical psychoses. 

This is not the place to enter in detail into questions of psychiatric 
classification or to attempt to reduce to order the confusions incident 
to distinguishing systematised psychotic character groups, based on 
their resemblance to standard psychoses, from a group of psychopathic 
characters which may manifest a few of the features of psychotic 
character along with many others that by no stretch of the imagination 
can be called psychotic. It is sufficient to say that despite overlappings 
of the two groups, there are good clinical grounds for distinguishing 
them. To this it may be added that two steps in clarification are 
necessary; viz. (a) the exclusion from the psychopathic group of purely 
psychotic characters, and (b) a more elaborate sub-division of psycho- 
pathic cases on a characterological basis. This will involve the transfer 
of the purely sexual psychopaths to a group of specifically sexual dis- 
orders. Nevertheless, from the point of view of technique and provided 
we exclude uncomplicated sexual disorders, the handling of psychotic 
and psychopathic characters has sufficient in common to justify con- 
sidering the groups under one therapeutic heading. 

The first step in all cases is to estimate as rapidly as possible, prefer- 
ably during the preliminary period of consultation which is of necessity 
lengthy, the predominating types of defence, the scatter of ego-fixa- 
tions and the focal point or points of instinctual frustration both past 
and present. For example it is essential to recognise at the earliest 
moment whether projective defences dominate the disorder; for in that 
event the analysis must begin, as in the case of paranoia, with an 
immediate exploitation of suspicion-anxiety, particularly in its trans- 
ference aspects. Care should be taken, however, not to confuse projec- 
tion with displacement and object substitution, for, especially in schi- 
zoid characters, the products of displacement should be worked 
through only very gradually. In short the social reactions of paranoid 
and schizoid characters, although manifestly disordered, represent 
their particular forms of object attachment which must not be treated 
too cavalierly, The analyst must not fall into the trap of playing, by 
the implication of interpretations or of giving advice, the part of super- 
ego to the patient’s social disorder. Only when a relatively durable but 
still acutely ambivalent transference has been established is it possible 
to press against the alloplastic defences of the patient. In any case it 
would be quite incongruous to treat neurotic character defences with 
considerate respect and to round on the more urgent defences of the 
psychotic character. 
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In the case of purely depressive characters the situation is quite 
different. The social reactions of the patient particularly in the direc- 
tion of being ‘hardly treated’, which mirror the patient’s internal 
preoccupations should be brought into analysis as soon as possible and 
whenever occasion occurs linked with transference-reactions. The 
interpretation of negative transference in terms of aggression should, 
however, in all cases be dosed according to the amount of libido 
liberated. For, as has been pointed out in the case of the psychotic depres- 
sion, the ambivalence seen in the transference is a natural characteris- 
tic of depressive object-relations and should be freely analysed only 
when there is enough freed libido to promote a more advanced type of 
object-relation, In spite of the popularity amongst analytical instruc- 
tors of the slogans ‘Analyse the aggression’ and ‘Uncover the nega- 
tive’ there is no clinical evidence that premature efforts to follow this 
advice to the neglect of anxiety factors promote the improvement of 
the patient; rather the contrary. 

The situation in cases of severe psychopathy is more complicated. 
For although these haye some features in common with schizoid and 
paranoid characters, they also manifest some character peculiarities of 
an obsessional and hysterical type, frequently accompanied by forms of 
sexual perversion varying in degree and nature. Where a marked 
degree of psychotic character reaction is present it is of course essential 
to proceed with the analysis of suspicion and hostility and at the same 
time reduce the readiness to traumatic crises. In delinquent psycho- 
pathy these reactions lead to the formation of a particular type of 
transference-situation. The patient seeks at first to test the analyst’s 
reaction to his social delinquencies, and sooner or later to draw the 
analyst into situations where the latter can be let down. The psycho- 
path will not stop short of trying either to yictimise the analyst or 
involve him in condoning his nefarious practices, becoming, as it were, 
an accessory after the fact, if not a fellow conspirator. At the very least 
he will continue to practise delinquencies from the consequences of 
which the analyst will be forced to endeavour to rescue him in subse- 
quent Court proceedings. 

Although these reactions tend to produce a somewhat irregular 
analytic situation and involve a good deal of patient working through 
on the analyst’s part, there is a more favourable side to the situation. 
Psychopathic crises are often heralded by a state of mixed neurotic 
confusion, partly hysterical and partly obsessional in type. These 
states, combined with peculiarities in the patient’s psycho-sexual life, 
allow of a good deal of analysis of the type employed in the case of 
neurotic characters and sexual disorders. And where the psychotic 
character elements in delinquent psychopathy are not too prominent, 
it is often worth while giving priority to these relatively more acces- 
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sible manifestations, thereby increasing the possibility that a more 
accessible type of transference relationship may develop, on the 
strength of which the more disturbed reality systems can be tackled. 
For it must not be forgotten that a feature of all psychopathies is a 
weakness in making reality estimations and adjustments, which though 
not so dramatic as in the psychoses is immensely more severe than in 
the psycho-neuroses. 

The analysis of psychopathic delinquents is interesting in another 
respect, namely, the function of recidivism. In the classical disorders, 
assuming of course that the analysis is being properly carried out, it is 
possible to take the view that a relapse during treatment is due to 
increase of mental stress or excitation operating through existing 
defects in mental defence-mechanisms; and it is legitimate to look 
forward to their gradual reduction in the later stages of analysis. It is 
also possible to regard recidivism as a natural tapering of the diseased 
processes disturbed, as it were, by remissions, whether the latter are 
brought about spontaneously or as the result of analysis. In psycho- 
pathy, however, it is clear that recidivism is itself an essential part of 
the disease process and that sudden improvements should be regarded 
with some suspicion. The alternation of normal and delinquent be- 
haviour is comparable with the alternations seen in manic depression: 
and in fact a degree of depression can often be observed in the ‘normal’ 
phases of psychopathy which is followed by comparative euphoria 
during the deliquent crises. The real sign of improvement is a gradual 
decrease in the compulsive and primitive elements of the periodic 
regressions. Psychopathy on the whole is best treated, certainly best 
understood by what might be called a ‘psychopathic’ type of analyst, 
one of the arguments by the way in favour of introducing a system of 
‘specialisation’ in psycho-analysis, 

All this has a bearing on the problem of termination. Psychopathies 
and psychotic characters of their nature call for a system of ‘staggering’ 
of terminal phases which are consequently long drawn out. In many 
cases of delinquent psychopathy the ‘staggering’ is determined by 
prison sentences earned during periods of recidivism, in which case it 
is essential to renew the analytic contact immediately after release. 
The steps in this direction should of course be taken by the analyst and 
not left to the patient’s initiative. In these and many other counter- 
transference respects the analysis of psychopathy calls for an unusual 
degree of ‘readiness to approach’ on the part of the analyst. Though 
not so stressful to the analyst as is for example the analysis of a suicidal 
depression, the analysis of psychopathy is the most exacting of all 
forms of analytic treatment and calls for considerable reserves of 
patience, that is to say, a working counter-transference which neither 
exceeds nor falls short of the amount of professional and personal 
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concern necessary for the treatment of a difficult, protracted, trying 
and very possibly unrewarding case. 

And here, I think, we may end on a note of reassurance. It is foolish 
to pretend that psycho-analysis is a panacea for human ills. It it foolish 
to pretend that it is not, like all other psycho-therapies, a fallible 
instrument. But that is no reason why it should not be applied in 
difficult or even incurable cases. Provided the technique has been 
carried out to the best of the analyst’s ability, the failures so fre- 
quently experienced, though by no means so frequently recorded, are 
honourable failures. They may lead ultimately to a strengthening of 
the therapeutic instrument. There is no need for analysts to gloss over 
their failure or to pretend that many modifications of technique in- 
tended to cover failure are not transference therapies; there is no need 
for them to be jealous either of the sometimes striking results obtained 
through rapport therapy or of the occasional cures spontaneously 
effected by patients themselves; and there is no need either to feel 
inferior or to ape superiority in the presence of their psychiatric 
colleagues; psycho-analysis, whatever its limitations, and these are 
numerous enough, can well afford to stand on its own feet. 

All of which brings us back to the starting-point of this book. 
In the ‘ preamble to analysis’ it was maintained that the difficulties of 
analytic technique are twofold; those relating to the patient and those 
relating to the analyst himself; and that of the difficulties pertaining 
to the analyst, the commonest is a reaction of anxiety and uncertainty at 
various points of the analysis. We have seen that in some instances the 
uncertainty and confusion is merely a reflection of a state or phase of 
confusion and uncertainty existing in the patient’s mind, and that in 
any case it is not necessarily a bad thing for the analysis to suffer un- 
certainty, provided of course it promotes elasticity in handling and does 
not discharge itself in an anxious fumbling. However that may be, it 
is certain that the strongest safeguard in all situations of difficulty is a 
state of freedom from the grosser sources of unconscious emotional 
bias, which can be attained only through analysis of the analyst. 


PART II 


COMMON TECHNICAL PRACTICES: 
A QUESTIONNAIRE RESEARCH 


CHAPTER I 


INTRODUCTORY 


Gund CONSIDERATIONS. As the literature 
of psycho-analysis expands it becomes increasingly obvious that prob- 
lems of technique are not given the amount of open and sustained 
discussion their importance warrants. This does not mean that ques- 
tions of technique are neglected by analysts. On the contrary, quite 
active discussion of technical problems goes on. But it takes place 
as a rule between individuals or in small private groups, less frequently 
in scientific meetings, and still more rarely in the pages of scientific 
journals, 

This absence of open discussion is interesting in two respects. In the 
first place it suggests that there are intrinsic difficulties in the way of 
describing and systematising psycho-analytic technique. Alternatively 
it is possible that subjective anxieties concerning psycho-analysis tend 
to focus on technique and give rise to inertia in open discussion. This 
seems all the more likely in that so much technical discussion centres 
round the phenomena of transference and counter-transference, both 
positive and negative. Moreoyer, the mere possibility that an anxiety 
factor may influence discussion of technique makes it all the more 
necessary to arrange frequent symposia on the subject when those 
qualified to take part can exchange views with complete freedom. 
Private discussions between individuals are useful and inevitable, but 
unofficial group discussion has several drawbacks not the least of 
which is that it tends to foster an attitude of esoteric aloofness. This 
form of defensive superiority is almost as deleterious to analytical treat- 
ment as an uncontrolled eclecticism; when combined with reactions of 
professional anxiety it destroys all possibility of scientific progress. 

With regard to the first possibility, viz. the existence of intrinsic 
obstacles to describing or standardising technical procedure, little diffe- 
rence of opinion is likely to arise. It is reflected not only in the wish 
frequently expressed by candidates that they could ‘listen in’ to analy- 
tical sessions conducted by more experienced colleagues but also in the 
suggestions made by critics that there can be no adequate scientific 
control of psycho-analysis until, for example, dictaphones or micro- 
phones are installed in the consulting-room. This last consideration 
suggests that the obstacles in the way of obtaining and imparting exact 


information as to procedure constitute a special set of factors which 
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perhaps more than any other contribute to difficulties (more accu rately, 
differences) in technical discussion. In the first place, apart from some 
very illuminating articles on technique and numerous references 
scattered throughout his works, Freud never embarked on a systematic 
descriptive account of the technique of his own analyses. Secondly, the 
handing-on of Freudian technique has been undertaken, not only by 
his own professional analysands but also by pupils who absorbed his 
teaching in less direct ways, i.e. who had no personal experience of 
Freud’s own technique. And these less-directly instructed pupils have 
in their turn handed on their own methods to fresh generations. 
Thirdly, although it may be assumed that the training analysis of 
professional pupils can remove most of the cruder forms of ‘transfer- 
ence-neurosis’, there is plenty of evidence that candidates are left 
with residual transferences which express themselves in a characteris- 
tic professional form. When these are of a mildly positive nature the 
candidate may be depended upon to copy and support the analytic pro- 
cedures he has himself experienced. When, however, they are of a nega- 
tive type a variety of reactions may ensue. The candidate may ape his 
analyst’s technique to the point of caricature or go out of his way to 
defend it, sometimes with an obvious degree of emotional heat. Or 
again he may make a point of adding to or correcting that technique 
in a way that alters its character considerably. All such reactions might 
well be called ‘training transferences’. Their most paralysing form is, 
no doubt, the habit of slavishly copying the training-analyst’s tech- 
nique whether it is suitable for the case or not. Moreover, there is no 
guarantee that prolonged analyses will eliminate training transferences. 
On the contrary, they may well foster them, When analyses exceed an 
optimum duration the candidate must feel more and more committed 
to the system adopted by his analyst. At the least it would be difficult 
for the candidate to assume that there were any flaws in the method. 
In short, it would appear that psycho-analysts are more afraid than 
other scientists to create an impression of “transgressing’. No doubt 
there was a time in the history of psycho-analysis when criticism of 
principles or practices was only a preliminary to complete repudiation 
of them. And although the basis of psycho-analysis is now unshakable, 
the expression of unorthodox views may still be suspect. Not only so; 
there may still be a degree of moralistic satisfaction to be obtained 
from expressing orthodox views. When the number of analysts increases 
and there is less likelihood of positive or negative personal reactions 
developing between them, these factors will no doubt diminish. 

But at present they combine to foster powerful and not always unob- 
trusive traditions. And since the sources of these traditions vary, there 
is likely sooner or later to be some clashing between them. Before 
such ultimate clashes occur, there is always a phase of uncertainty, and 
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this in former years was commonly expressed in the question: do you 
know what Freud himself would do under such-and-such circum- 
stances ? It might even be profitable to trace the genealogical tree of a 
number of analysts and then submit to them some test problems in 
technique in order to discover how far transference traditions influence 
the adoption or rejection of technical devices. 

The second consideration, viz. that factors of anxiety and guilt 
may influence technical discussion, is also beyond dispute. These reac- 
tions are in some respects less marked between candidates who have 
more frequent opportunities for unhampered discussion. Analysts 
whose training was acquired before the existence of training institutes, 
who in fact trained themselves by the system of trial and error, are 
likely to be more sensitive. The two most obvious manifestations of this 
reaction are, first, the existence of timidity and inferiority feeling 
during actual discussions, and, second, the existence of superiority 
reactions and marked inclinations to perfectionism on matters con- 
cerning which a more empirical not to say modest attitude of profes- 
sional interest is desirable. 

A serious objection to this combination of superiority and inferiority 
reactions on technical matters is that it tends to lead to discharge in the 
form of hearsay reports. The most inyeterate gossips about psycho- 
analysis are naturally analytic patients, although non-analytical col- 
leagues come in a very good second. But analysts themselves are not 
immune to the habit, which in their case takes the form of a garbled 
report on the technique of some other analyst. The gravamen of the 
charge naturally varies with the technical fashion of the period, but 
the tendency to criticism remains constant, is indeed enhanced by the 
difficulties of technical discussion. The analyst who in confidential 
moments imparts the information that ‘So-and-so never analyses the 
negative transference’ (or ‘deep anxiety’ or ‘aggression’) implies that 
his own procedure is the only laudable one, an attitude which is 
scarcely calculated to promote freedom in scientific discussion. Apart 
from all this, the existing system of ‘controlling’ the candidate’s cases 
makes correlation of technical method a matter of urgency. Systems of 
control vary in many respects, but in particular they vary in accordance 
with the individuality of the control analyst and the methods he 
follows in his own practice. Like all other teachers, control analysts have 
individual systems of instruction, and when in addition there are 
actual differences in analytical outlook and practice, candidates may 
either become confused or tend to follow too slavishly the individual 
methods they have been taught. The same is true of all medical 
teaching, but as psycho-analytic instruction corresponds more closely 
to the old ‘apprentice’ system, there is not the same possibility of 
controlling error in method. 
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It is sometimes argued that even if control analysts unwittingly 
influence candidates to adopt special procedures they may nevertheless 
correct errors due to transferences to the training-analyst. And cer- 
tainly it should be the duty of those who control the candidate’s clinical 
work to point out bias due to the influence of the training analysis. 
Unfortunately the system is far from foolproof. In the first place, the 
transferences existing between the candidate and his control anal lyst 
are much weaker than those between the candidate and his training 
analyst. Secondly, concealed negative transferences to the training 
analyst can be easily displaced to the control analyst. And, lastly, if the 
control analyst happens to have the same clinical and theoretical views 
as the training-analyst, it is more than probable that the duty of 
correcting bias will be carried out in a perfunctory manner. 

In short the conclusion is irresistible that wholesale uncritical adop- 
tion by the candidate of the training-analyst’s methods is not a very 
desirable state of affairs, It is a childlike reaction that can often be 
detected in a more exaggerated form in those patients who love to 
mimic or Caricature the mental habits of their analysts. And it was 
justifiable only during that early phase in the development of psycho- 
analysis when the communication of analytic procedures was in the 
hands of a few individuals and when there was some risk that the 
methods might be watered down because of internal resistances. More- 
over, technique has to be adapted not only to individual patients but 
also to individual practitioners. Thus while training must aim at pro- 
viding the candidate with a technique based on scientific principles and 
adequately flexible in respect of variation in his clinical material, it 
should also inspire him to find and to adopt such methods of procedure 
as are consonant with his own personal character and abilities. Trans- 
ference traditions may sit well or ill upon their wearers, but the most 
serviceable techniques are probably those moulded to the measure of 
those who use them. 


Collection of Data. In the early days of psycho-analysis collection of 
data was largely an empirical exercise. Theory had not yet reached the 
stage of organisation at which it could be employed to further technical 
procedure. In recent years, however, the empirical approach has to 
some extent given place to a description and regulation of technique in 
terms of existing accepted theory. This method is ineyitable, but has 
some drawbacks. It assumes that existing theory is commonly accepted 
inits entirety, which is far from being the case. For example, the inter- 
pretation of castration-anxiety varies in accordance with the analyst’s 
preconceptions. It may be regarded as a characteristic product of the 
‘phallic’ phase of development or as a late derivative of primary infan- 
tile anxieties in which the libidinal element is to some extent of secon- 
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dary significance, In the next place, the approach through theory tends 
to slow up research. As soon as a control analyst says ‘This is right’ or 
‘That is wrong’, instead of ‘This or that is expedient’, he has not only 
opened the door to a form of ‘technical morality’ but has frightened 
his student off any spontaneous tendencies to research, 

It would seem desirable, therefore, to abandon for the time being 
the theoretical approach and make a fresh empirical study of the sub- 
ject. And the simplest way of doing so seems to be to ask individual 
analysts the direct question, What do you actually do in analysis? 
Following this plan a Questionnaire was drawn up and sent, in the 
first place, to those members of the British Psycho-analytical Society 
who were engaged in active psycho-analytic practice. 


Form of Questionnaire, There are two simple methods of drawing 
up a Questionnaire on psycho-analytic technique. The more systematic 
is to arrange the queries in accordance with a preconceived outline, 
touching on the most important aspects in a definite sequence. One 
might, for instance, arrange questions chronologically, with regard to 
problems arising in the opening, intermediate and terminal phases of 
an analysis; one might investigate the problems in terms of topography 
and structure, classifying them according to systems Cs, Pes, or Ucs, 
or ego, super-ego and id; or one might adopt a system based on case- 
differentiation, technique in hysteria, obsessional neurosis, psychoses, 
etc, The alternative method is to ignore systematic arrangements and 
restrict oneself to problems most frequently discussed by individual 
analysts and students in the process of clinical training. 

After due consideration I decided to adopt this second more empirical 
approach. For some years previously I had made notes of questions on 
technique asked not only by candidates but by analysts of varying 
experience. Scrutiny of a wide range of such questions showed that 
they could be roughly divided into groups according to certain charac- 
teristics of the questioners: 

(a) in accordance with the date they first learnt theory; 

(b) in accordance with their etiological views; 

(c) in accordance with their main clinical interests, e.g. in the 

psycho-neuroses or in the psychoses; 

(d) in accordance with their interests in different mental levels. 
Here there appeared to be two types: (1) the analyst interested 
chiefly in the deeper layers of the pre-conscious and in mater- 
ial subject to actual repression; and (2) the analyst interested 
in the systematic unconscious or dynamic unconscious the 
content of which has never been pre-conscious; 

(e) in accordance with their interest in endopsychic factors or en- 
vironmental influences. (This last division of interest has 
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existed since the earliest days of analysis, when discussions of 
the significance of real psychic traumata were extremely 
lively.) 

When it came to arranging these questions in a suitable form, two 
facts emerged: first, that there was bound to be a good deal of over- 
lapping, and second, that some matters of importance were compara- 
tively neglected. For example, it was remarkable how few of the 
collected problems were directly concerned with ‘transference’ diffi- 
culties; still fewer were the questions asked about counter-transference, 
Nevertheless, it was felt desirable to ignore overlapping and to confine 
the first questionnaire to those problems that had actually been raised 
from time to time. In order to rectify possible omissions, analysts were 


asked to append to their replies a list of special problems which they 
would wish discussed. 
Obyiously a certain amount of objectivity and goodwill had to be 


taken for granted. Nothing is easier to sabotage than a psychological 
Questionnaire. Anticipating the possible operation of timidity and 
guilt factors, a covering appeal was included to the effect that counsels 
of perfection should be avoided and where practicable an objective 
description given of common usages. 


Representative Nature of Returns. The form was sent to 
twenty-nine practising analysts and replies were obtained from twenty- 
four. The absence of five returns might have had the effect of vitiating 
any findings, but on going into the matter more fully it was found that 
the analysts in question did not belong to any one group or body of 
opinion. As regards experience and orientation, they were a represen- 
tative sample of the whole group. Hence the findings established may 
be taken as representative of the British Group as a whole up to the 
year 1938. * 

Judging by the fact that answers to certain questions were omitted 
and that in other instances replies were accompanied with explanatory 
justifications, it appeared that guilt and timidity factors had operated 
to a certain extent. There was little manifest indication of annoyance 
at the apparently elementary nature of some of the questions, but of 
course it has to be remembered that the Questionnaire was compiled 
from problems posed at one time or another by some of the very indivi- 
duals to whom the form was sent. Taking it all over I have no doubt 
that the distribution of the Questionnaire tended to put members on 
the defensive; on the other hand there is no alternative to accepting 


* It may be assumed that, despite the passage of 15 years, the situation 
has not altered very much. Between 1939 and 1946 psycho-analysis in this 
country simply marked time and since the latter period no new advances have 
been made. 
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the replies at face value, so long as one remembers that a consensus 
of opinion may be a sign of successful defence. 


Estimation of Returns. Owing to the smallness of the numbers in- 
volved, it was scarcely worth while attempting to apply formal statisti- 
cal methods to the material. Nevertheless, using very rough standards, 
it proved possible to establish the existence of certain general tenden- 
cies with or without strong minority opposition. On other questions it 
became clear that opinion was equally divided. When there was a 
consensus of opinion in at least two-thirds of the total replies this was 
regarded as representing a ‘general habit, tendency or practice’. When 
the minority amounted to at least one-third of the total, it was assumed 
that a ‘strong body of opinion’ existed in fayour of (or against) the 
practice in question. Individual opinions strongly expressed were given 
special consideration. 

One obvious objection to this method is the possibility, already 
suggested, that many ‘general tendencies’ are due to cautiousness, 
conservatism, or even timidity in those replying to the Questionnaire. 
An isolated minority opinion might be more important than a large 
number of replies made on the assumption that no other practice is 
possible or desirable. On the other hand, provided one gives adequate 
expression to minority opinion, there is no harm in proceeding on the 
assumption that, subject to qualification, certain technical devices 
appear to be most commonly employed. 

Adopting these rough statistical methods, the question then arose 
how to present the results in the most effective way. Should one, for 
example, subdivide the replies in accordance with the age, experience, 
method of training, clinical interests, or theoretical preconceptions of 
the analysts concerned ? Objections to this course are, in the first place, 
that the numbers are already too small to make further subdivision of 
any statistical significance. Secondly, even if one did subdivide replies 
in accordance with the experience or standing of individuals, there is 
no guarantee that the results obtained would be any more valuable. 
As in other sciences, age and experience are no guarantee of increasing 
wisdom, An analyst of a few years’ standing may be able to contribute 
as much to technical discussions as an analyst of more mature years. 
Division by methods of training or theoretical preconceptions is like- 
wise unsatisfactory. It does not follow that analysts who began work in 
the early days of analysis are necessarily ‘set’ in technical habit. Nor 
does it follow that if a number of analysts trained under more modern 
conditions share the same views, this consensus is of special significance. 
It might simply represent a newer form of conservatism. 

In this dilemma the best policy seemed to be to fall back on 
a standard followed with considerable advantage by the medical 


268 TECHNIQUE OF PSYCHO-ANALYSIS 


profession, Although modern ‘specialism’ has to some extent interfered 
with the system, medical tradition has always granted equality of 
opinion to all legally qualified practitioners. And unless the qualifica- 
tions are to be made fantastically rigid or perfectionist, there seems to 
be no reasonable alternative to this policy. The findings have therefore 
been presented in a roughly statistical fashion without attempting 
any correction for individual differences, but adding whereyer neces- 
sary what might be called minority reports. 


Supplementary Investigations. The results of the Questionnaire 
were submitted to the British Psycho-analytical Society for discussion. 
After this a Supplementary Questionnaire was sent out dealing with 
matters about which more information seemed desirable and raising a 
number of additional issues omitted in the first Questionnaire. Further 
discussion took place on the basis of this fresh information. The results 
of these discussions are included in the report, together with a résumé 
of certain papers given to the Society, about the same time. These are 
included because they deal in some detail with points less exhaustively 
considered in the Questionnaire. 


CHAPTER II 
INTERPRETATION (1) 


General Methods 


IL. IS NOT surprising that one of the commonest 
subjects of technical discussion should be the methods of analytic 
interpretation. But it is interesting to note that the concern of most 
analysts is not so much with the criteria of interpretation or with the 
most accurate interpretation of any given situation (series of associa- 
tions, dream, or symbol) as with the quantity, form and timing of 
interpretations. The fact remains, however, that advice is most fre- 
quently sought on these matters, e.g. ‘When do you interpret ? How 
often do you interpret? Do you talk much or little? Do you change 
your form of interpretation?’ A little reflection will show that these 
questions are not really so trivial as they appear; they do not indicate a 
substitution of frivolous for more profound analytic interest. Behind 
them lies anxiety about stereotyping the analytic situation on the side 
of the analyst. This is an anxiety that exists most commonly in analysts 
having an obsessional type of mental response. It is easy to observe that 
all patients tend to stereotype their own analytic responses. Eyen the 
apparently sporadic outbreaks of hysterical patients show sooner or 
later a tendency to rhythm. But obsessional cases make the most per- 
sistent use of this form of protection (resistance through rigidity), 
Should the analyst on his own side develop a similar reaction or habit, 
it is clear that a situation of ‘analytic combat’ may arise. Such a possi- 
bility is calculated to arouse in the analyst conflict over his own un- 
conscious sadism or over the libidinal symbolism of combat. There are 
of course more rational aspects of the problem. An attitude of readiness 
or elasticity on the part of the analyst, in other words, an adaptability 
to changes or stresses in the analytic situation, is a distinct therapeutic 
asset. The analyst may well suspect any tendencies on his part to habit- 
formation. On the other hand, partly because of the limited duration 
of the analytic session, it is difficult to avoid some degree of stereotypy. 
Anxiety situations frequently arise either at the beginning or at the 
end of a session, and this fact itself leads to giving interpretations at 
the same time each day. And as soon as patients have grasped that the 
analyst has a sort of routine response, they begin either to react against 
it or to insist that it should be adhered to. Every change in routine is 
suspected as an act of aggression or as a libidinal advance or as a depriva- 
tion. Hence in the long run most of these problems touch on the 
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subject of counter-transference. It is interesting, therefore, to establish 
what the usual practices are in these matters. 


1. FORM. Do you prefer: (1) short, compact interpretation; or (2) longer 
explanatory interpretation; or (3) summing-up type, (a) trying to con- 
vince by tracing development of a theme, (b) proving (or amplifying) 
by external illustration? 

The replies to this question showed that a majority of the analysts concerned 
prefer short, compact, ad hoc interpretations. That is, the majority use this type 
most and find it most effective. But a substantial minority (just over one- 
third) stated a preference for longer explanatory interpretations without 
precluding the use of short ones. In subsequent discussion it appeared that 
this divergence in practice turned partly on a difference of opinion as to the 
limit of utility of short interpretations. Some of the ‘long’ group maintained 
that the lay-out of an important psychic situation or the transition from one 
phase to another could not be appreciated until it was clear in all its details 
(which might take two or three months). Understanding of such situations 
could not be adequately conveyed to the patient without full coherent 
explanation, involving usually a certain amount of recapitulation and tracing 
of themes. But other ‘short’ adherents contended that such situations could 
be adequately interpreted piecemeal in course of development provided the 
analyst hit the right nails on the head as they appeared. It was queried 
whether the aim of long explanations was not directed to reassuring rather 
than to making the unconscious conscious. It was also suggested that the two 
types might work differently as regards (a) immediate effect, (b) influence on 
progress as a whole, but no decision was arrived at on these lines. The point 
was raised that the optimum mode of interpretation might vary with clinical 
types and with individual receptivity. 

About one-third of the ‘long’ minority trace themes in order to convince 
the patient. These consider it helpful, sometimes indispensable, to carry the 
intellectual faculties of the patient with them as a means of reducing resis- 
tance. Others expressly stated that they trace themes only to promote under- 
standing, not to produce conviction, and they doubt whether such conviction 
has any effect in reducing resistance. Discussion emphasised this difference in 
estimation of the value of the patient’s intellectual co-operation. Between the 
extremes of those who considered it essential and those who regarded it as 
either negligible or ineffective there appeared also a moderate section. These 
maintained that, in general, the value of such co-operation must vary with 
the patient’s degree of insight, but that refusal of such co-operation might 
easily mean undesirable and unnecessary frustration. One speaker remarked 
that in some cases intelligent criticism on the part of the patient was a sign of 
progress which it would be unwise to crush by refusing discussion. Apart from 
these differences, it is evident that there is a strong minority in favour of 
tracing themes to the patient, which involve fairly long explanations. It was 
also clear that all types of interpretation are used on occasion by all analysts, 
whatever their preferred methods. Indeed, one of those most strongly in 
favour of short, compact interpretations for general use expressly stated that 
she sometimes gives long terminal interpretations (even up to thirty minutes), 

Another sharp difference of opinion came to light in connection with the 
use of external illustrations. The commonest forms of external illustration 
were drawn from case material, e.g. thumbnail sketches of similar reactions 
occurring in or interpretations made to other patients, descriptions of standard 
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psycho-analytical observations relevant to the point at issue, reference to 
similar reactions occurring in children, amplifications of the meaning of 
symbolism, the free use of analogies, etc. The object of such external illus- 
trations was either to drive a particular interpretation home, or in some 
instances, to make an interpretation less ‘ personal’ by referring to its validity 
in other cases. One-third use the method freely, one-third sparingly, while 
one individual made a special point of never using it. The chief objection to 
its use appeared to be the risk of interrupting or switching the patient’s trend 
of association by introducing external material or replacing the patient’s 
imagery by the analyst’s. The relevance of the analyst’s imagery and associa- 
tions would depend upon the state of rapport existing with the patient at the 
time. Presumably subjective factors may influence the analyst’s willingness 
to trust his own associations. One member took the stand that the use of 
analogy is itself a mode of interpretation. 


On the whole the answers to this part of the Questionnaire were 
satisfactory. It emerged that the short, compact interpretation was in 
fairly general favour. There are, of course, a number of general con- 
siderations that would support this view. It is in keeping with the 
principle of psychic economy. Not only is the content of the uncon- 
scious relatively simple and compact in form, but there is a general 
tendency to economy of expression. It is likely, therefore, that the 
unconscious responds more naturally to short interpretations provided 
they are to the point. Again, in hysterical cases where faulty repression 
is one of the main features, it seems likely that a short interpretation 
is more likely to act as a catalytic agent and promote recovery of 
memories or catharsis of affect. If this be the case it seems desirable 
that any rule of short interpretations should take the cognisance of 
the clinical condition of the patient. Obsessional cases would often 
require more copious interpretation. The symbolic significance attached 
by the patient to talking should also be taken into account. Many 
patients resent what they regard as talkativeness on the part of the 
analyst. Others require a quid pro quo: when they have contributed 
what they feel to be good material they wish to have a return in the 
form of interpretation and won’t be happy till they get it. This 
state of affairs is no doubt easy to analyse in terms of appropriate genital 
and pre-genital situations and phantasies and the relevant interpreta- 
tions should be given. The fact remains, however, that individuals of 
this type have a characterological or temperamental system which 
there is no point in frustrating. Hence it should be a universal rule to 
study the patient’s needs in the way of analytic response and to respect 
them. Provided they are subjected to adequate analysis, these needs 
should be met as far as possible until such time as it is unnecessary to 
do so. 

With regard to tracing themes, there is not much doubt that analysts 
are prone to rediscover in their patients the established findings of 
psycho-analysis and to enjoy demonstrating their rediscoveries to the 
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patient. In this way they try to resolve their own doubts and their 
appeal to the intellect of the patient is probably an attempt to allay 
projected doubt. On the other hand, it is a fact that associative themes 
do exist, and that where the patient takes kindly to long interpreta- 
tions, tracing the theme does help to drive the interpretations home. 
Provided one remembers that short interpretations are always needed, 
there is no reason why one should not give longer ‘theme’ interpreta- 
tions as well, whenever this is likely to secure the patient’s co-opera- 
tion and not merely to evoke resistances, 

The problem of using analogies raises deeper issues. Some analysts 
are definitely of opinion (Abraham in particular held this view) that in 
cases of difficult association or ‘breaks’ it is proper for the analyst to 
allow his own associations to run to the patient’s material and to inter- 
pret the end result to the patient. This has obvious drawbacks, but of 
course the same objections could be made to interpretations given on 
the spur of the moment. These are doubtless the result of a swift, almost 
automatic reading of the patient’s material by the analyst’s uncon- 
scious or pre-conscious. The same applies to the use of illustrations and 
analogies: the selection of the analogies by the analyst is brought 
about by two factors, the stimulus of the patient’s material and the 
analyst’s elaboration of that material. The use of external illustration 
or analogy is (or can be) a part of the technique of dosage, i.e. it is 
possible by this means to give a modified (slightly censored or imper- 
sonal) interpretation and thus open the way to a deeper and more 
direct interpretation. So long as this course is justified by the facts of 
the case and not merely stimulated by anxiety over giving the deeper 
interpretation without modification, there seems to be no objection to it. 


2. TIMING. What is the favourite point of interpretation.—(1) early in 
session; (2) middle or before end (allowing a space for elaboration); 
(3) at end, ‘summing-up’ fashion? 

A majority of the replies to this question were non-committal. Most people 
seemed to have no definite rule as regards timing interpretations in any one 
session, but varied their timing according to circumstances. Nevertheless, 
there appeared to be a general tendency to regard the later rather than the 
earlier part of the session as the most suitable time. A series of psychic events 
fall into truer perspective towards the end of the session. A majority favoured 
allowing time for elaboration as against the analyst having the last word. 
There were very few advocates of routine terminal summaries, some definite 
objectors. One analyst discriminiated between anxiety-evoking interpretions 
and reassuring ones, and was inclined, if necessary, to give the latter type at 
the very end, sacrificing the other type if need be. Two others never end with 
interpretations or round off a session; one likes to do this. There was a definite 
clash of opinion as to the use of interpretation early in the session. Two 
never interpret early, many more do so if or when it seems suitable, e.g. 
when there is an obvious carry-over from the previous day. Some felt it often 
essential to start a session with interpretation, especially with patients who 
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have difficulty in beginning and with non-co-operative psychotics. It was 
queried in discussion whether initial interpretations are not often reassuring 
manceuvres, e.g. in relation to negative transference anxieties. 


It is evident from the replies that although the timing of interpreta- 
tions is not regarded as of major importance, there is no great objection 
to the development of a timing habit. Perhaps the subject has not been 
given adequate consideration by most analysts. It is often taken for 
granted that it is natural to interpret at a certain point in the session, 
and no doubt this is true in the general sense that the appearance of 
resistances is a definite indication for interpretation. And there is no 
doubt that patients themselves tend to follow a set habit. They may 
produce their most illuminating material or their most intense resis- 
tances towards the end of the session. This is perhaps the most common 
occurrence. Or they may begin with some minor manifestations of a 
positive or negative kind; in the latter instances it would seem a waste 
of time to delay interpretation. Or, again, they may, as it were, shoot 
their bolt towards the middle of the session and go on to ‘ play out 
time’. In short, the habit of giving interpretations at a fixed time is to 
some extent forced on the analyst by the patient. These timing habits 
on the part of the patient are no doubt characteristic for each case and 
deserve interpretation on their own account. But the matter does not 
end there. The possibility of a counter-transference system should be 
taken into account. Some analysts have described what amounts almost 
to a system of compulsive interpretation, where a definite urge to give 
an interpretation is experienced apart from any consciously observed 
indications. The whole process is probably much more intuitive 
than is generally conceded. Anyhow, further investigation of this 
problem seems to be called for. 


3. AMOUNT. (1) Throughout the analysis: as a rule, do you talk much or 
little? (2) Early stages: how long do you usually let patients run without 
interference? How soon do you start systematic interpretation? (3) 
Middle stages: is your interpretation on the whole continuous and sys- 
tematic or do you return from time to time to the opening system of 
letting them run? (4) End stages: do you find your interpretative inter- 
ference becomes incessant? 


This set of questions was included, although at first sight it might 
appear to overlap with the questions on short or long interpretations. 
Quite apart from the length of individual interpretations, the problems 
of when to begin interpretation and how much interpretation to give 
in the various stages of analysis give rise to a good deal of concern. It 
seemed desirable to collect information on this specific issue and to 
discover whether, once interpretation begins, the analyst increases or 
decreases the dosages during later stages. 

18 
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A large majority of replies favoured a small amount of interpretation 
throughout the whole analysis. There were more of those who ‘talked little’ 
at any stage than of those who preferred short interpretations in individual 
sessions (see previous section). So it would appear that some who give long 
explanations nevertheless reported that they do not talk much. This apparent 
inconsistency may be due to the fact that (as pointed out by some contributors) 
long explanations need not and cannot be given as frequently as short ones. 
A few replies went to the other extreme. They favoured frequent short 
interpretations every session, the maximum number reported being ten per 
session. 

Practice in early stages of analysis varied. About one-third either interpret 
from the start or tend to interpret early in analysis. These do not believe in 
letting opportunities slip simply because they happen to occur early, though 
they admit that their early interpretations are usually short and sometimes 
superficial or pre-conscious in type. One or two advised interpreting negative 
transference as soon as it appeared. About an equal number of replies 
favoured letting the patient run on for some weeks (about a fortnight was a 
popular period) unless interference seemed definitely called for. In regard to 
psychotic patients, one never intervened early, while another was in favour 
of early transference-interpretation with these also. 

Practice in the middle stages also showed two opposing tendencies about 
equally supported. Nearly one half reported that their interpretations became 
definitely more continuous and systematic in these stages, while the other 
half intermittently returned to the ‘free run’ expectant attitude. A few 
stated that their interpretations were always ad hoc and never systematic 
except in the general sense that they ‘systematically’ interpreted manifesta- 
tions of anxiety. They did not appear to be influenced in this respect by clinical 
preconceptions, i.e. paying special attention to characteristic mechanisms in 
different clinical types. 

Practice in terminal stages varied considerably. Some replies deplored 
incessant interference, some found their interpretations tended to diminish in 
frequency towards the end of treatment, while others found that they 
increased. 

‘There appeared to be a general tendency to increase the length of interpre- 
tations in the middle and later stages. One or two analysts, speaking of ‘free 
runs’ without regard to any particular stage, said that it did not pay to allow 
the patient to run without guidance for prolonged periods. There is some 
issue here as to the amount of working through, or emotional catharsis, 
which is considered necessary or desirable. Some free runs may be due to the 
analyst’s temporary loss of analytical orientation. 


The replies to this section of the Questionnaire were not very satis- 
factory. It is clear that on the whole those who favour short interpre- 
tations also give relatively little interpretation throughout the analysis. 
But the striking differences of opinion as to when to begin interpreta- 
tation and how much to give indicate the necessity for further investiga- 
tion of this subject. No doubt many of these differences are due to 
variations in the clinical type of case, in the nature or manifestations of 
anxiety, in the nature or exhibition of transferences. And although 
the possibility may seem remote it may be that the sex of the analyst 
influences the degree of activity, the readiness to interfere early, and 
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the amount of interference. But it would be safer to express this last 
factor in more general terms of counter-transference. With regard to 
variations in different clinical types of case, there can be no question 
that this factor should be taken into account by the analyst. Anxiety- 
hysterics usually start easily but some get into difficulties with re- 
pressed material and with transferences. This usually involves early 
interpretation with spells of free running. But such cases are quick to 
exploit interpretation, which should therefore be sparing in amount 
and to the point, even if this means frequent repetition. Obsessional 
cases usually start easily and run easily. More than other psych- 
neurotic types they tend to resent interference and react negatively 
(more correctly, in an ambivalent way) to interpretations. This fact 
should be borne in mind with obsessional types of personality. They 
resent talkativeness in the analyst and should be given a fairly free run 
until it is clear that they are developing some signs of the usual obses- 
sional resistance, viz. to turn the analytic situation into an obsessional 
one, Cases of sexual perversion and inhibition usually require early 
interpretation. Experience of psychotic cases suggests that factors 
of anxiety and of traumatic summation should shape the policy of inter- 
pretation. In depressive cases the transference should also be con- 
sidered. Such individuals are easily ‘hurt’ by silences. Paranoid types 
require the most patient handling in these respects: they resent 
talking and yet object to being left to their own devices, an attitude 
which they construe as hostility or disapproval on the part of the 
analyst. 

Apart from these differences, which could easily be cleared up by a 
more exhaustive investigation and collection of information, there are 
evidently differences in principle that call for resolution. Perhaps a 
supplementary questionnaire on the differences in technique between 
child analysis and the analysis of adults might help to clarify the prin- 
ciples involved. For example, a preference for so-called ‘ deep’ interpre- 
tations (see next section), using ‘deep’ in the developmental and topo- 
graphic senses, would lead naturally to early and possibly frequent 
interpretation. For if the links between the pathogenic material and 
the preconscious system had never been well established and if the situa- 
tion is otherwise satisfactory, there would seem to be little point in 
waiting and less point in avoiding repetition. It is possible that the 
practice of child analysis fosters tendencies in these directions, whilst 
practice of adult analysis leads to giving more consideration to pre- 
conscious levels. Curiously enough the same differences in tendency 
are exhibited by organic physicians in their handling of case histories. 
Physicians dealing with adult cases pay much more attention to the 
patient’s ‘story’, whereas infants and children are lucky to have any 
attention at all paid to their (pre-)conscious impressions, 
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Reviewing all these general aspects of interpretative technique, it 
is difficult to avoid the impression that many of the differences observed 
are due to a special factor mentioned in the introduction, viz. the exis- 
tence of ‘training transferences’ and traditions. It has not been possible 
to investigate the matter further, but the answers to the questions 
seem to indicate that a body of tradition in favour of rather passive and 
expectant analysis does exist: that this is derived from Freud’s own 
practice, but that it is subject to factors of exaggeration or correction 
as it filters from one training generation to another. It could be said 
with some fairness that a majority of those who came under Freud’s . 
direct influence are inclined to use expectant methods. But the im- 
pression is naturally subject to correction and is given for what it is 
worth. 


4. DEPTH. (1) This can be thought of in terms of degree of repression, 
conscious accessibility and readiness, or in terms of stages, e.g. pre- 
genital as compared with genital interpretation, etc. Please state 
individual definition. 

(2) Do you have a standard level of deep interpretation for all cases, 
or do you have an optimum depth varying for clinical conditions, e.g. in 
(a) anxiety, (b) obsessional, (c) characterological, (d) psychotic, (e) 
normal cases? 

(3) On the whole, do you favour deep interpretation in early, middle, 
or late stages? 

(4) Do you favour deep interpretation as the ideal criterion or deep 
interpretation in terms of the reality circumstances: (1) infancy; (2) 
childhood; (5) puberty; (+) adolescence; (5) adult life? 


A few defined depth in terms of stages or developmental levels. Thus one 
said that pre-genital is deep and another that earliest pre-genital, particularly 
oral, is deep. A good half defined it as the degree of repression or inaccessibility 
to consciousness, Samples of this type of definition follow: ‘motivation in 
infantile versus adult terms’; ‘what hurts most’; ‘deep when the infantile 
traumata and phantasies are reconstructed’. One stated that depth implies a 
combination of three factors, i.e. pre-genital material which has never been 
pre-conscious and is urgent in the sense of causing anxiety. A few held that 
depth is really a superfluous term, since immediate transference-interpretation 
is deepest in the sense of urgency of anxiety, and this immediacy or urgency 
of anxiety necessarily varies in relation to historical or topographical depth. 
One asked whether the term ‘deep’ has any definite meaning. 

One-third reported that they have no standard level of interpretation. Of 
these one thinks the optimum depth varies with the level to which the 
patient is fixated, another reaches all levels in all cases at different times. Two 
others in this group stressed the factor of acceptability, viz. ‘Take accessible 
conflicts first’ and ‘Never give an entirely unacceptable interpretation.’ 

A few have a standard aim or goal, e.g. one ‘deep in all cases.” Another 
varies depth in accordance with the patient’s reaction, readiness, and stage of 
analysis, but considers ‘deep’ the optimum level for all if achievable. Yet 
another aims at recovering the memories associated with the pathological 
phantasies. Only one has a standard level for all cases without reference to 
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stages or clinical type, while four stress the variation of the optimum level 
with the patient. One says, ‘Interpretation must extend just beyond the ego 
boundary, but not too far beyond, i.e. progress from superficial downwards.’ 

Opinions varied considerably about the timing of ‘deep’ interpretations, 
Only one reported the habitual use of ‘deep’ interpretation early; but a few 
others give them fairly frequently, though not usually so ‘deep’ as at later 
stages. A few definitely prefer to give them late, except under special condi- 
tions, e.g. anxiety cases. Most of the others tend habitually to middle or 
middle and late, with the reservation that they may give ‘deep’ early if 
indications seem positive. Only three adapt their practice to the variation 
in insight of the patients and by accessibility to consciousness. 

There appeared to be a general feeling that phantasy interpretation alone 
is inadequate. A majority favoured the correlation of phantasy with reality, 
ideally with reality of all stages of life, but with particular stress on correlation 
with events of infancy and childhood. Four considered the recovery of 
memories of major importance. One liked the relations of super-ego, ego, 
and id factors to reality all to be made plain. 


The answers to the questions about ‘depth’ were the least satisfac- 
tory of all that were returned. This was due partly to the unclear way 
in which they were presented in the Questionnaire. For some time 
previously there had been a good deal of loose talk about ‘depth’ of 
interpretation, and since the term itself had never been accurately 
defined, many of the ideas that gained currency were also very con- 
fused. In particular, it appeared that an artificial distinction might be 
drawn between a ‘deep’ school and all others. It seemed, therefore, 
highly desirable to reach an accurate definition, and on the basis of 
such a definition to establish what was the common usage of ‘deep’ 
interpretation. The tentative suggestions included in the Question- 
naire were intended merely to stimulate more accurate definition. 
Unfortunately the replies given did not dispel the obscurity in which 
the whole subject was wrapped. It may be noted, however, that they | 
tended to define ‘depth’ in terms ezther of developmental level or 
of degree of repression. This tendency of itself suggests a good reason 
for dissatisfaction with the term. ‘ Deep’ is a word that belongs in the 
first instance to the sphere of topographic description. It conveys most 
readily a spatial notion of the Ucs existing below the level of Pcs and 
Cs (as expressed by Freud in his classical ice berg metaphor). So long 
as the Ucs was equated with the repressed, spatial description was not 
ambiguous. On the contrary, it conveyed a straightforward idea that 
the lowest level of the Ucs would consist of the earliest ‘repressed’. 
The ambiguity which has crept in is due partly to the concept of the 
id (‘it is still true that all that is repressed is Ucs, but not that the 
whole Ues is repressed’*) and partly to the recognition of defence 
mechanisms other than repression. Admittedly, the historically ‘early’ 


* Freud, The Ego and the Id (1927), P- 17, Hogarth Press, 


278 TECHNIQUE OF PSYCHO-ANALYSIS 


often is heavily repressed, but the two would be synonymous only if 
repression were the sole mode of defence operative in infancy. The 
either-or definitions imply that the term ‘deep’ does not fit modern 
concepts easily because it belongs to an earlier phase of theory. Actually 
this central issue, namely whether there is any object in using the 
term ‘deep’ at all, was focused in a paper by James Strachey. The out- 
line of interpretation given by him suggests a way out of the dilemma, 
and a brief résumé of it is therefore given here. 


At a meeting of the British Psycho-analytical Society on June 15, 1953, 
James Strachey read a paper entitled ‘The Nature of the Therapeutic Action 
of Psycho-analysis.’* He defined: ‘One particular sort of interpretation, which 
seems to me to be actually the ultimate instrument of psycho-analytic therapy 
and to which for convenience I shall give the name of “mutative”’ interpreta- 
tion. . . . I shall take as an instance of the interpretation of a hostile impulse. 
By virtue of his power (his strictly limited power) as auxiliary super-ego, the 
analyst gives permission for a certain small quantity of the patient’s Id-energy 
(in one instance, in the form of an aggressive impulse) to become conscious. 
Since the analyst is also, from the nature of things, the object of the patient's 
Id-impulses, the quantity of these impulses which is now released into con 
sciousness will become consciously directed towards the analyst. This is the 
critical point. If all goes well, the patient’s ego will become aware of the con 
trast between the aggressive character of his feelings and the real nature of 
the analyst, who does not behave like the patient’s “ good” or “bad” archaic 
objects. The patient, that is to say, will become aware of a distinction between 
his archaic phantasy object and the real external object. The interpretation 
has now become a mutative one, since it has produced a breach in the neurotic 
vicious circle. For the patient, having become aware of the lack of aggressive- 
ness in the real external object, will be able to diminish his own ager 
ness; the new object which he introjects will be less aggressive, and conse- 
quently the aggressiveness of his super-ego will also be diminished. As a 
further corollary to these events, and simultaneously with them, the patient 
will obtain access to the infantile material which is being re-experienced by 
him in his relation to the analyst. . . . First, then, there is the phase in which 
the patient becomes conscious of a particular quantity of Id-energy as being 
directed towards the analyst; and secondly there is the phase in which the 
patient becomes aware that this Id-energy is directed towards an archaic 
phantasy object and not towards a real one’ (pp. 142-3). Further, mutative 
interpretations are ‘immediate’: ‘A mutative interpretation can only be 
applied to an Id-impulse which is actually in a state of cathexis’ (p. 149). 
Also, ‘A mutative interpretation must be ‘‘specific”, that is to say, detailed 
and concrete’ (p. 151). Mutative interpretation is ‘transference interpretation 
at the point of urgency’ (p. 156). ‘If I may take an analogy from trench 
warfare, the acceptance of a transference interpretation corresponds to the 
capture of a key position, while the extra-transference interpretations corres- 
pond to the general advance and to the consolidation of a fresh line which are 
made possible by the capture of a key position. But when this general advance 
goes beyond a certain point, there will be another check and the capture of a 
further key position will be necessary before progress can be resumed. An 
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oscillation of this kind between transference and extra-transference interpreta- 
tions will represent the normal course of events in an analysis’ (p. 158). 

In subsequent discussion Ernest Jones felt the author’s attitude to extra- 
transference interpretation to be rather too nihilistic, He maintained that, 
especially in the early stages of analysis, the emerging Id-impulses may be 
really directed to people other than the analyst and suggested that in such 
circumstances non-transference interpretations may also be mutative. Melanie 
Klein said that a mutative interpretation makes one step in the analysis of 
ego, super-ego, and id complete, provided that the interpretation is really 
complete. In her opinion it is usually lack of interpretation, not too much 
interpretation, which causes trouble in analysis. Joan Riviere agreed that 
extra-transference interpretations lead up to and consolidate transference 
situations, but she thought they may also bring to light fresh aspects of the 
transference relation, hitherto undiscovered. She agreed, however, that since 
tvansference effects a crystallisation of impulse, the attitude to the analyst 
must be the core and kernel of every analytic situation, though it may not 
become clear at once. Other speakers did not feel that the paper had solved 
all the problems of cure. Some felt that it did not take adequate account of 
the factor of reprojection, 


It is clear that if we accept Strachey’s view there is no point in using 
the term ‘deep’, since the immediate focus of conflict round which all 
resistances cluster lies in all cases in the transference. It would greatly 
simplify things if we could accept this view. And it has the advantage 
of being more or less in keeping with earlier pronouncements as to the 
development of a ‘transference-neurosis’. Writing on this subject some 
years before (see Part I, pp. 56-7,119), I described the free ‘floating 
transferences’ that operate at the beginning of an analysis, adding that 
from the time these floating transferences develop into the ‘transference- 
neurosis’ everything that happens in every analytic session can be 
interpreted, ¿f need be, in terms of the transference. I did not, however, 
exclude the therapeutic effect of ‘extra-transference’ interpretations at 
any stage in the analysis. Also it may be argued that the classical 
“transference-neurosis’ is exhibited chiefly in cases of true psycho- 
neurosis, Moreover, the theory of ‘transference-neurosis’ was itself 
based on an earlier mental topography. The working of transference 
was explained in terms of one mechanism only. Thus displacement was 
regarded as the essence of transference. Even if we were to include as 
auxiliaries repression and some degree of projection, that would not 
bring the transference theory up to date. A modern conception of 
transference would include not only the displacement of some repressed 
energies or situations but also the re-enactment in the analysis of 
every conceivable psychic situation, involving the active repetition of 
various combinations of unconscious mechanisms. We know that not 
all unconscious mechanisms are as amenable to transference modifica- 
tion as displacement. For example, although massive projections on to 
the imago of the analyst do not take place, it is not so likely that the 
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mechanism of projection will be limited to the analytic situation. 
Whereas displacement to analysis can take place, as it were, at first 
hand, projections must be aided by object displacement before they 
become true transferences. Similarly with introjections. The very 
rigidity of introjections and projections, i.e. their comparative refractori- 
ness to analysis, may be accounted for by the fact that a number of 
extra-analytical outlets are constantly employed. If this be so it would 
be a mistake in tactics to depend for therapeutic effect solely on trans- 
ference interpretation. In fact, it is difficult to imagine how ‘escape’ 
projections (i.e. projections to the external world that ought to come 
into the analysis) can be guided into the analysis if they are not ana- 
lysed in their immediate context. In any case, it is clear from the 
replies that by no means all analysts are ready to accept the Strachey 
theory unreservedly, and as long as this is the case controversies over 
deep interpretation are bound to continue. 

As has been pointed out, the main obstacle in this discussion is 
terminological. ‘Depth’ is first of all a topographic concept. But it has 
also dynamic associations: ‘deep’ can apply to impulses (i.e. of primi- 
tive origin) and to affects. Every one of these approaches bristles with 
unsolved and controversial problems, e.g. the etiology of various psy- 
chopathological states; the significance and interrelationship of various 
developmental ‘layers’, ‘positions’, or ‘nucleations’; the relative im- 
portance of various mechanisms in the total defence system of the 
mind; the relative importance of endopsychic and enyironmental fac- 
tors, of real and phantastic objects, of ‘objects in the ego’; the nature 
and relation of primary and secondary affects, etc. In view of these 
facts there would appear to be only two legitimate applications of the 
word ‘deep’. Reverting to an older viewpoint we could use the term as 
a loose equivalent for the Ues in its dynamic sense (whereby the latter 
is distinguished from the Pes). It would then follow that, however deep 
some layers of the Pes may be, the true Ucs is deeper still. Alternatively 
we could divide infantile life into age or developmental periods and 
assume that ‘deep’ refers to any psychic content deriving from the 
first two and a half years of life. ‘Deep’ transference would then refer 
to the displacement to the analysis or repetition in the analysis of such 
content. Better still we might discontinue using the term until such 
time as all the problems involved are cleared up. Whatever course is 
adopted it is undesirable that any attempt should be made to differ- 
entiate analytic groups on the strength of a word that has not yet been 
satisfactorily defined.* Earlier signs of a fundamental cleavage in 
theory and practice in the British Psycho-analytical Society were mani- 
fested in the attempts of one of the contesting groups to pre-empt 


_ * At a Discussion on October 19, 1957, the matter came up again and this 
time a consensus of opinion emerged, roughly to the following effect: that 
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the use of the term ‘deep’, implying thereby that other types of inter- 
pretation were both superficial and therapeutically ineffective. Clearly 
the arrogation of proprietary rights, however effective as a political 
policy, offends every canon of objectivity. It may intimidate an oppo- 
nent but it does not dispose of his point of view. 


the term ‘deep’ is so inherently ambiguous that it is better avoided. If used 
it should be accompanied by an explanation of the precise meaning intended. 
Restriction to developmental depth and the ‘unconscious’ nature of phantasy 
is desirable. 


CHAPTER III 
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Anxiety 


A, discussion of ‘deep’ interpretation con- 
tinued it became obvious that some other important issues were in- 
volved. The first was the relation of interpretation to the anxieties of 
the patient. This might be expressed in question form as follows: 
what are the appropriate means of dealing with these anxieties? It 
was clear that those who favoured ‘deep’ interpretations (whether they 
defined the term or not) felt that this method was the best means of 
dealing with anxieties. On the other hand, those who felt uncertain 
about giving early ‘deep’ interpretations (whatever they understood 
by this term) fayoured giving more gradual interpretations. Yet ano- 
ther group felt that during phases of anxiety some amount of psychic 
reassurance was necessary. This might be combined with interpreta- 
tions (of whatever depth) or followed by them. At this point discussion 
became more lively. Its tenor was roughly as follows. ‘The ‘deep’ 
group obyiously felt that not only was reassurance ineffective as an 
isolated policy but that, however accurate it might be, any interpreta- 
tion that was not ‘deep’ differed very little from reassurance. To 
which those in favour of reassurance might legitimately retort that 
the same could be said of ‘deep’ interpretation provided the anxiety 
actually belonged to some other level. According to this view the reas- 
suring effect of ‘deep’ interpretation might be due to its inaccuracy, 
in which case the ‘deep’ interpretation would have the same thera- 
peutic effect as a suggestion. 

Those in favour of more gradual interpretation no doubt felt them- 
selves open to charges of timidity in handling difficulties, but defended 
their policy on the score of appropriate dosage. But the issues were 
much more confused than this outline suggests, and it became neces- 
sary to take fresh soundings of the problem in a Supplementary 
Questionnaire. Additional information was asked for on the relation of 
‘deep’ interpretation to reassurance. When the replies came in it was 
found that the issue of ‘deep’ interpretation versus reassurance had 
given place to a more general concern with the problem of anxiety. 
In the first Questionnaire this problem had been considered under 
the following heading: 

1. METHOD OF DEALING WITH ANXIETY. What is your favourite 
method of dealing with this, e.g. by rapid interpretation of (a) ‘re- 
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pressed’ content; (b) ‘repressing’ factors; or (c) by slower expansion 
of the emotional state, combined with a degree of reassurance (post- 
poning deep interpretation till later)? 


A large proportion of answers favoured rapid interpretation in states of 
acute anxiety. A majority interpret both ‘repressed’ and ‘repressing’ factors, 
but with bias in favour of ‘ repressing.’ One analyst avoids rapid interpretation 
even in acute states. A minority were of opinion that the essential interpreta- 
tion is that of the ‘repressed’? provided it is ‘urgent.’ Another view was 
that interpretation of both “repressed” and ‘repressing’ should be in terms 
of anxiety, i.e. urgency. (It has been noticed in control work that candidates 
often justify interpretations by saying that the patient was in a state of great 
anxiety.) It was also stated that immediate interpretations of both ‘repressed’ 
and ‘repressing’ factors must be in transference terms. One ‘specific’ sug- 
gested was interpretation of aggression-guilt towards the analyst. 

Where anxiety is not acute a great majority prefer slow expansion of the 
emotional state with postponement of interpretation, and a moderate body of 
opinion favoured reassurance, One analyst definitely avoids reassurance on 
principle. A few stress the factor of transference hostility. One believes in 
continued interpretation of the danger that is most feared. 


2. NUMBER OF ANXIETIES. Do you open up anxieties from different sources 
simultaneously or do you concentrate on one main source at a time? 


Answers showed a considerable range of opinion. A small majority favour 
concentration, but some of these say that though it is better to clear up one 
focus at a time, it is not always possible. A minority open up different 
sources simultaneously, while others do this if it seems indicated. They take 
what the patient offers. One, on the other hand, looks for anxieties in directions 
Opposite to those followed by the patient. One queries whether simultaneously 
presented anxieties have not always one focus. Two are cautious and never 
deliberately aim at uncovering many sources at once. One often concentrates, 
but has found sometimes that one source can be relieved by opening up 
another at the same time. One had no definite opinion. 


5. RELATION OF AMOUNT OF ANXIETY TO NUMBER OF SOURCES. 
Does the stirring up of anxiety from various sources simultaneously 
increase or diminish the total amount of apprehension (resistance)? 


‘The same small majority believe multiple sources increase the total appre- 
hension. Two said they diminish it. One thinks the result varies with the 
patient and another that, although simultaneous excitation may temporarily 
increase the total tension, it may be the only way ultimately to diminish it. 
One stressed the point that it is the quantity of anxiety released rather than 
the unity or variety of its sources that is important. 


4. ORDER OF INTERPRETATION. Do you as a rule interpret Id impulse 
first or super-ego reactions, sadistic or masochistic impulses, aggressive 
or sexual impulses? 


A large majority have no general rule, but vary their practice in accordance 
with the case. Of these, one said ‘perhaps aggression before sex’ and 
another ‘constructive before destructive’. Other replies were more definite, 
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but disagreed with each other. Thus one said, ‘Super-ego before Id, aggression 
before sex’; and another, ‘Id before super-ego, sadistic before masochistic, 
aggression before sex’. The balance was fairly even between those who 
interpret super-ego before Id, and those who interpret sex before aggression. 
Some replied ‘whichever is urgent’, and others argue for simultaneous 
interpretation of love and hate. Several underline the necessity of relating 
super-ego reactions to Id impulses in interpreting. One advises interpretation 
of whichever factor is most hidden from the patient. 


Apart from some general agreements of a not very impressive 
nature, the answers here showed the existence of great uncertainty as 
to the best policy of handling anxiety in analysis. Allowance should be 
made for the fact that the questions were too vague, although they 
were actually compiled from a list of questions put forward by candi- 
dates in training at one time or another. Most of these individua 
questions were concerned with the ventilation of anxiety, in particular, 
with the significance of the spread of anxiety. Some felt that there 
were dangers in localising anxiety, others that it is best localised in 
some particular focal conflict. Incidentally, both policies are followed 
spontaneously by psycho-neurotics. Hysterics usually localise and obses- 
sional cases displace or distribute. This indicates that the best answer 
is: first discover the spontaneous mechanisms unconsciously exploitec 
by the patient and be guided by this assessment in attempting to 
alleviate anxiety. A reversal of the predominating mechanism wil 
certainly evoke anxiety, but the problem is how to alleviate it at the 
same time. 

The question whether the ‘repressed’ or the ‘repressing’ factors 
should be interpreted first is admittedly old-fashioned, but was inten- 
ded to bring out views as to the quickest method of resolving conflict 
and anxiety. There is no doubt that originally more stress was laid on 
the significance of the repressed. The question on Id, ego, and super- 
ego presented the same issue in more modern terms. But it also func- 
tioned as a ‘test’ question to see whether contributors were consistent 
or whether they might give a different answer to the same question 
expressed in other terms. The result of this control experiment is 
interesting. There. was less agreement than in the answers to the 
‘repressed-repressing’ questions. 

It is interesting to contrast the general tendencies brought out by 
replies to a Questionnaire where the object is to ascertain majority 
feeling with opinions on the same subject given in individual contri- 
butions where the question of majority feeling does not arise. In the 
case of the ‘reassurance’ issue, a number of contributions were made 
by individuals in papers given independently of the Questionnaire. 
These showed more sharp opposition of views than emerged in 
Questionnaire discussion. But they also proved that if any individual 
sticks vigorously enough to a challenging position, he can induce 
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changes of attitude amongst members of the society. The following 
abstracts illustrate these observations: 


On January 18, 1933, Melitta Schmideberg read a short contribution en- 
titled ‘Some Notes on the Technique of Early Psycho-analysis’, in which she 
discussed, among other things, the advisability of using reassurance at the 
beginning of the analysis of young children showing anxiety and in acute 
conditions. The discussion was rather critical of these views, Klein and Searl 
stressing that reassurance is unnecessary if proper interpretations are given 
in good time and that reassurance is often a handicap to later analysis. On 
February 15, 1933, Sharpe gave a short communication on ‘An Alcoholic 
Phase’, mentioning that when she, deviating from her usual way of treating 
the patient, offered him a cigarette during an attack of anxiety, the patient 
suddenly exclaimed that now he realised for the first time that the analyst's 
interpretations of being felt to be a bad mother (which he never believed) 
were correct. 

On June 13, 1955, Strachey touched on the relation of interpretation to 
reassurance in his paper on ‘The Nature of the Therapeutic Action of Psycho- 
analysis’.* His first reference to the subject was indirect. Speaking of the 
action of ‘active’ therapy, he remarks: ‘It may be unwise for the analyst to 
act really in such a way as to encourage the patient to project his “good”? 
introjected object on to him. For the patient will then tend to regard him as 
a good object in an archaic sense and will incorporate him with his archaic 
“good” imagos and will use him as a protection against his “bad” ones. In 
that way his infantile positive impulses as well as his negative ones may 
escape analysis. It will perhaps be argued that, with the best will in the world, 
the analyst, however careful he may be, will be unable to prevent the patient 
from projecting these varied imagos on him. This is, of course, indisputable, 
and, indeed, the whole effectiveness of analysis depends on it being so... . 
It is a paradoxical fact that the best way of ensuring that his ego shall be able 
to distinguish between phantasy and reality is to withhold reality from him 
as much as possible. But it is true. His egois soweak . . . that he can only cope 
with reality if it is administered in minimal doses, And these doses are in fact 
what the analyst gives him, in the form of interpretations.’ 

He then considers the relation of interpretation to reassurance directly and 
remarks: ‘Both procedures may, it would appear, be useful or even essential 
in certain circumstances and inadvisable or even dangerous in others.’ He 
points out that in the first phase of an interpretation the analyst ‘induces the 
ego to allow a quantity of Id-energy into consciousness’ and so is courting an 
outbreak of anxiety in a personality with a harsh super-ego. In this connection 
‘reassurance may be regarded as behaviour on the part of the analyst calcu- 
lated to make the patient regard him as a “good” phantasy object rather than 
a real one’. He doubts the expediency of this, ‘though it seems to be generally 
felt that the procedure may sometimes be of great value, especially in psychotic 
cases’, and believes that it does not favour the prospect of making a ‘mutative’ 
interpretation. ‘Since it is of the essence of that phase that in it the patient 
should make a distinction between his phantasy object and the real one... . 
Thus, whatever tactical importance reassurance may possess, it cannot, I think, 
claim to be regarded as an ultimative operative factor in psycho-analytic 
therapy.’ Later, apropos of the effect of ‘active therapy’ and of ‘forced 
phantasy’, he remarks: ‘situations are fairly constantly arising in the course 
of an analysis in which the patient becomes conscious of small quantities of 


* Int. J. Psycho-anal. (1934), 15, 127-59. 
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Id-energy without any direct provocation on the part of the analyst. An 
anxiety situation might then develop, if it were not that the analyst by his 
behaviour, or, one might say, absence of behaviour, enables his patient to 
mobilise his sense of reality and make the necessary distinction between an 
archaic object and a real one’. This, Strachey says, is the equivalent of bringing 
about the second phase of an interpretation. He concludes: ‘It is difficult to 
estimate what proportion of the therapeutic changes which occur during 
analysis may not be due to implicit mutative interpretations of this kind. 
Incidentally, this type of situation seems sometimes to be regarded, in- 
correctly as I think, as an example of reassurance.’ 

It is interesting to contrast this last view with the assessment of the same 
situation put forward by Sheehan-Dare in a short paper, ‘On making Contact 
with the Child Patient’.* Sheehan-Dare put forward views on anxiety and 
its interpretation which indicate clearly what, in her view, is the advantage 
of interpretation over reassurance. Taking the case of children who suffer 
from excessive anxiety over the existence of sadistic transference-phantasies, 
she points out that the anxiety is relieved not just by the fact that the analyst 
remains alive, thereby reassuring the child that its destructive phantasies 
have not taken effect, it is alleviated because, through the acts of interpretation, 
the analyst makes clear that she knows what is in the child’s mind and yet 
does not react with anger or in a revengeful way. This implies that in practice 
the only reassurance factor she allows for in making contact with the child (a 
situation which, of all possible analytic situations, calls in the view of others 
most for reassurance) is the existence of the analyst. 


The existence of so many differences of opinion naturally raises the 
question: which is the more representative set of answers: also whether 
discussion of dynamic situations in terms of ego topography is not a 
source of confusion. However that may be, the answers to the questions 
on reassurance were more definite than those givenin individual papers. 


5. DEFINITION OF REASSURANCE. Since the use of terms such as ‘deep 
interpretation’ and ‘reassurance’ may introduce some artificial distinc- 
tions, what do you understand by ‘reassurance’? 


A majority defined reassurance as mitigation of anxiety by means other than 
interpretation, e.g. by suggestion or by reference to reality. Two defined it as 
the adoption by the analyst of a kindly super-ego (consoling parent) rôle. One 
regarded it as a deliberate attempt to reinforce the patient’s pre-analytic 
methods of defence against anxiety. Another regarded it as a part of interpre- 
tation, inasmuch as it helped the patient to say difficult things. Another said 
that any means which relieves anxiety is reassurance. Other definitions were: 
‘anything which shows the dreaded phantasies are not real’ and ‘proof that 
the analyst is good’. 


6. USE OF REASSURANCE. Ifyou accept the term as distinct from interpreta- 
tion, do you regard it as an essential part of analysis or is it only an 
emergency measure? ` 

A majority considered reassurance an emergency measure, two as ‘rare’. 

Most thought, however, that some degree of reassurance is inevitable at some 

stage or other in every analysis. Several stated that ideally it should be un- 


* Sheehan-Dare, Int. J. Psycho-anal. (1934), 15, 435-9 
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necessary, i.e. the need for it should be obviated by interpretation. One finds 
interpretation more useful in a crisis. Another uses reassurance sparingly, as 
a means of dosing anxiety, especially with psychotics. Two regard reassurance 
as an integral part of analysis. 

On February 7, 1954, Melitta Schmideberg presented her views on this 
subject to the Society.* The paper contained a wealth of clinical illustrations 
of the types of reassurance employed by the author in adult and child analyses 
which cannot be adequately summarised here. Some of her ‘key’ conclusions 
were as follows: ‘The fact that pseudo-analysts use reassurance instead of 
interpretation or use it in a wrong way should not prevent one using it cor- 
rectly, that is, combined with interpretation’ (p.322)..‘ The value of reassurance 
in analysis is similar to that of narcosis in surgery; it makes the operation less 
painful to the patient and allows easier working for the physician’ (p. 508). 
Rightly used, i.e. combined with interpretation, it has a number of important 
functions. ‘Reassurance may be regarded as a method of dosing anxiety... . 
If the patient is unable to deal with his anxiety owing to lack of satisfactory 
defences the analyst should temporarily lend them to him’ (p. 307). F urther, 
‘at times, only the reassurance makes it possible for the patient to accept the 
interpretation’ (p. 308). ‘Reassurance has dynamic effect is so far as it helps 
anxiety to become conscious . . . it is largely due to the normal friendly 
attitude of the analyst that anxiety becomes conscious, even if it cannot 
always be related to a special situation’ (p. 509). ‘In my view the analyst’s own 
attitude, mainly in regard to the following points, is an essential pre- 
condition for the working of interpretation. How far is the patient a real 
person to the analyst, of whom he is not frightened and to whom he has a 
fundamentally good attitude; how far is the analyst not afraid of the uncon- 
scious phantasies and how far does he believe analysis to be something 


curative and not something harmful. . . . My reassurance will be effective 
only if the patient feels it is not mechanically done, but is spontaneous and 
springs from personal interest in him. . . . The more the analyst is regarded 


as a real person, the stronger the love and hate emotions and the guilt and 
anxiety reactions will become. Thus the weak solution of the transference 
emotions and reactions can be intensified through the reality behaviour of 
the analyst. On the other hand, the more the patient feels that the analyst 
is a real and helpful person, the more easily he can stand his anxiety’ (pp. 
509-10). ‘Above all, the reassurance should serve as a reassurance for the 
patient and not for the analyst’s own needs. . . . Reassurance gets most of its 
value through the transference situation. A test for the right type of reassur- 
ance, in my view, is if it diminishes the tendency to acting out. . . . Reassur- 
ance should have only a temporary aim at easing the situation at the moment 
and not try to influence the patient’s character or symptom. Any alteration in 
the latter should be brought about by interpretation. It is also important that 
the attitude of the analyst giving reassurance should not be in contrast to his 
attitude when interpreting. I believe that the art of giving the right sort of 
reassurance at the right moment is not easier than giving the right interpre- 
tation’ (pp. 3516-17). ‘The possibility that reassurance might increase the 
repression seems to me the most serious argument against its use.’ But ‘. , , 
probably it does not matter even if some anxieties or phantasies are tempor- 
arily repressed, so long as by further interpretation one succeeds in analysing 
them’ (p. 322), 


* Schmideberg, M., Reassurance as a means of analytic technique, Int. J. 
Psycho-anal. (1935), 16, 307-24. 
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In the ensuing discussion, the paper obtained in the main a reception which 
differed from previous discussions on the same subject in that it might be 
described as friendly with reservations. Thus Glover pointed out that while 
reassurance may increase belief in a good object (proof of this has to be sought 
in the subsequent course of analysis), it does nothing to reduce the belief in 
bad objects. Eder said that he tolerated all types of behaviour in his patients 
and was not afraid at times to give advice or do something real for the patient 
such as removing a foreign body from the eye. He was, however, convinced 
that reassurance was quite ineffective in a phase of negative transference. 
Sharpe gave illustrations of useful reassurance and emphasised the importance 
of unanxious adaptation of the analyst’s technique to the varied needs of the 
individual patient. Herford recalled Abraham’s stress on the need for keeping 
the analytic situation free and relaxed. Klein agreed that the right type of 
reassurance is as important as the right type of interpretation and emphasised 
the importance of the analyst’s own attitude towards the patient. Over- 
anxiety to cure is detrimental. Scott mentioned the useful reassurance given 
by holding the arm of an unmanageably aggressive patient, particularly of 
giving her warning in advance that he would restrain her if she attacked him. 
Heimann said that in a negative transference phase reassurance may increas 
anxiety about aggression. Searl took the view that failure to interpret bring 
about the need for reassurance and that the only effective reassurance 
by correct interpretation. She had sometimes reassured and regretted it. 
There should be no need to prove to the patient that one is not afraid to break 
any rules of analysis. Payne stressed the value of the indirect reassurance 
given by the analyst’s detached attitude and freedom from anxiety. The con- 
sensus of opinion seemed to be that the value of reassurance varied with differ- 
ent patients and different analytical situations, and that while it might be a 
useful adjunct to interpretation, it could never be in any sense a substitute 
for it. 


It will be seen that although a definite consensus of opinion exists 
in the matter of reassurance (with or without interpretation), the 
question of anxiety and how to deal with it is by no means a settled 
one. This is only natural. If we knew all about the various forms of 
anxiety and the appropriate therapeutic procedures the greater part of 
most analysts’ difficulties would disappear. A good deal of the confu- 
sion and uncertainty existing on this subject is due to the fact that we 
are really only beginning to understand the complex nature of anxicty. 
But there is another source of confusion. As in the case of ‘deep’ 
interpretation, where the first necessity proved to be an exact defini- 
tion of the term, so with anxiety it was obvious that the term was used 
in different ways by different analysts. For instance, it was not at all 
clear whether the conflicts giving rise to difficulty were thought to 
have set up true anxiety reactions or whether the tension was 
ascribed to guilt. Like other branches of medicine, psycho-analy sis iS 
susceptible to the influence of ‘clinical slogans’. There are certain 
fashions in these attitudes to clinical problems. In the early days diffi- 
cult cases were accused of ‘adhesive libido’ or ‘narcissism’. Subsequently 
‘sadism’ and ‘guilt’ were regarded as the main obstacles; and, more 
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recently still, ‘bad internal objects’ or ‘psychotic reactions’. The one 
term which has remained more or less constantly in use is ‘anxiety’. 
Hence there is an increasing lack of discrimination in the employ- 
ment of the word. Strictly speaking, it should never be used without 
precise qualification. Does the patient show or experience manifest 
signs of unmodified anxiety either in its physical or in its mental 
forms? Or is there indirect evidence that consciousness is threatened 
with an impending eruption of anxiety, i.e. a fresh charge or an in- 
crease of a previously constant charge. These two situations differ in 
principle not only from anxiety-readiness but also from situations 
where it is postulated that the patient has so-called ‘deep’ anxieties. 
Presumably ‘deep’ anxieties imply the existence of strongly cathected 
unconscious situations, any activation of which (whether due to analy- 
sis or not) threatens to set the ‘anxiety signal’ system in operation. 
Presumably fluctuations in these ‘deep’ cathexes can be inferred from 
behaviouristic and analytic evidence. It is not at all clear which of these 
types of situation were regarded as ‘anxiety’ when the replies to the 
Questionnaire were given. Moreover, there was a tendency to lump 
together all manifestations of mental tension, direct or indirect, and to 
designate them ‘anxiety’ irrespective of their real nature. Although, 
as Freud suggested, guilt is no doubt a modified form of anxiety, it is 
scarcely permissible to confuse the clinical manifestations of guilt- 
tension and anxiety-tension. It is true that overlappings and fusions of 
guilt and anxiety occur. Anxiety also fuses readily with some depressive 
effects. But the negative signs of tension, the inhibitions, silences and 
reductions of mental activity, which constitute a large part of analytic 
resistance are by no means due exclusively to anxiety. Quite apart 
from immediate inhibitions there are many reaction defences of the 
obsessional type which are built into the character and function as 
defences against emotional states. Increased activity of such character 
reactions, however, may on occasion be a sign of increased deep 
anxiety. 

In any case, even if we could distinguish with greater accuracy 
between the clinical manifestations of anxiety, it is unlikely that we 
could arrive at a flat ruling as to their analytic handling until we could 
establish their different sources of origin. In the old days this was a 
comparatively simple matter, since the working assumption was made 
that most unconscious anxieties belonged to the castration group. 
Nowadays one hears of ‘body’ anxieties, ‘introjection’ anxieties, 
anxieties about ‘internal objects’, etc., and although accurate differen- 
tiations are essential to analytical progress it is important to remember 
that inaccurate differentiations can obstruct progress. In the first place 
we may have a bias in favour of one type of anxiety and regard all 
anxieties as belonging to this group. And in the second place we are 
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inclined to be misled into thinking that acute anxiety is a proof of 
archaic anxiety. This is not the case. Any psychiatrist will distinguish 
between hysterial anxieties, depressive anxieties, and schizophrenic 
anxieties. Acute states verging on panic are more often than not 
hysterical. Hence analysts whose practice has been mainly concerned 
with characterological difficulties are likely to be misled when more 
volatile psycho-neurotic cases develop an acute phase. Thisis a frequent 
source of diagnostic error and has led to the description of spurious 
‘psychotic’ episodes. Unfortunately not all medical analysts have had 
an adequate psychiatric training and very few lay analysts have had 
any psychiatric experience at all. But no doubt these sources of error 
will be eliminated in course of time and we may look forward to an 
accurate differentiation of anxieties in terms of their associated content, 
When this stage is reached it seems likely that the policies necessary 
for coping with anxiety outbreaks will be correspondingly varied. 

In any case, no review of this subject can be considered complete 
which does not take into account the factors of counter-transference. 
These may well harden opinion either for or against policies of reas- 
surance. Thus, for example, the tendency to use external illustrations 
may spring from the analyst’s own feeling of uncertainty regarding 
the validity of the particular interpretation. This may be detected by 
the patient and thereby lose reassurance yalue, possibly increase anxi- 
ety. On the other hand, a rigid policy of withholding reassurance may 
arise from the analyst’s negative counter-transferences. Rigidity in 
practice on all matters involving the discomfort of the patient should 
be carefully scrutinised from this point of view. The whole subject 
certainly requires careful review from time to time. 


CHAPTER Iv 
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Various Problems in Interpretation 


1. USE OF TECHNICAL TERMS: EXPLANATION OF MECHANISMS. 
What practice do you favour, e.g. do you talk about introjected objects 
or organs or do you use super-ego nomenclature? 


This question proved to be one of the half-dozen on which the answers 
showed almost complete agreement. Official objection to the use of technical 
terms was nearly unanimous. The great majority invariably use everyday 
terminology familiar to the patient except in very special circumstances, eg. 
to avoid ‘snubbing’ an informed patient, or as a short-cut with such a patient. 
Only three definitely use super-ego terminology or refer to introjected objects. 
‘They justify this on the ground that it is a useful technical jargon which may 
promote clarity in explanation, on a par with the use of technical terms in 
other fields. 


In the original Questionnaire this point was raised as a minor prob- 
lem in interpretation. Strictly speaking, it might have been included 
in the question relating to Form (see pp: 270-72). ‘Do you prefer . . . 
trying to convince by tracing the development of a theme ?’; because 
the use of technical terms is one way of appealing to the patient’s 
intelligence or of reinforcing his preconscious conviction through an 
emphasis on theory. As it happened, the fact that it was put as a 
separate question provided another spontaneous test of consistency. 
There was much more general and definite objection to the use of 
technical terms than to ‘trying to convince’ the patient. One might 
conclude from this either that the yiews expressed in favour of pro- 
ducing intellectual conviction are weakly held or that using technical 
terms arouses special guilt. The inconsistency, however, is not absolute, 
since one may try to convince without necessarily using a single 
technical term. 

Another aspect of the subject was unfortunately omitted from the 
Questionnaire. An additional query should have been included: in 
giving interpretations of the patient’s psycho-sexual phantasies or ac- 
tivities do you use neutral (scientific) terms in place of more usual 
(frequently obscene) terms? A question of this sort would have raised 
a number of matters of principle, e.g. unobtrusive ways of reassuring 
or stimulating the patient, the maintenance of transference neutrality, 
the assumption or inculcation of implicit moral (super-ego) attitudes, 
the limits of expression of counter-transference. Although apparently 
a minor point this should be worked out in some future inquiry. In 
the meantime we may assume that the most valid objection to the use 
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of technical terms arises when they have no ‘psychological meaning’ 
for the patient. 


2. EXPLANATION OF SYMBOLS. Do you ezplain the nature of symbols in 


dream interpretation? 


There was apparently some doubt as to whether the word ‘nature’ was 
intended in the theoretical or ‘content’ sense. Only two ever give any 


theoretical explanation. As regards ‘content’ one-third interpret symbols 
freely, one-third very much less freely, i.e. ‘sometimes’, ‘seldom’, ‘sparingly’ 
and a few replied ‘not at all’, but perhaps these refer to explanation of the 


theory of symbols. 


Actually this question referred to the observation frequently made 
by candidates that in associations to dream material some Classical 
symbols unfold themselves, as it were, and show very clearly the un- 
conscious processes leading to their formation. These, they find, can be 
interpreted with more certainty than other symbols which give no 
self-revealing associative connections whatsoever and must be interpre- 
ted (if at all) in a more arbitrary manner, i.e. in accordance with a 
general consensus of opinion as to their meaning. The latter type pro- 
yokes more doubt in the minds of both analyst and patient. Hence 
there is a temptation to follow up and demonstrate to the patient the 
associative chain illuminating the former type. 

Apart from this, it is interesting to find there is a variation in the 
exploitation of symbols in dreams. Obviously some analysts must 
prefer estimating what current events or situations lead to the activa- 
tion of certain latent content, and others seize on symbols as a quick 
way of assessing unconscious phantasies apart from their relation to 
current factors. 


3. RECONSTRUCTION AND RECOVERY OF MEMORIES. Do you think 
‘reconstruction’ helps or hinders the recovery of memories? 


Answers hereshowed considerable variation and indecision. One-third refused 
to generalise. Half gave definitely positive, if tentative, replies to the effect that 
reconstruction is an aid to the recovery of memories. Of these one or two 
think reconstruction more likely to be helpful in later stages than in early 
stages of analysis. One regards it as helpful in proportion to the analyst’s 
certainty about specific details. Two think reconstruction hinders the revival 
of memories. One considers that careful analysis should enable the patient to 


ni te for himself, and another that only transference analysis really 
helps. 


‘This question was worded as above because it had been raised in 
this form on a number of occasions. Obviously many candidates tend 
to assess the progress of their analyses in terms of “recovering memo- 
ries’ and are uncertain of the function of reconstruction, e.g. whether 
it is a substitute for recovery or a stimulus to recovery. In these par- 
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ticular respects the answers are not very helpful. But the question has 
another side. It touches on the problem of long or short interpretations 
(see pp. 270-72). If reconstruction is an aid to or substitute for re- 
covering memories, then clearly long interpretations are sometimes 
called for, since it would appear difficult to reconstruct effectively in a 
few sentences. Considerations of this kind suggest that the rules 
regarding long and short interpretations should be determined 
on clinical grounds. For example, since interference with memory is a 
characteristic of hysteria and recovery of memories more frequent in 
hysterical conditions than in any other, two conclusions follow: first, 
that reconstruction should be avoided when possible in hysteria 
and, second, that as a rule interpretations in hysteria should be short. 


4. VALUE OF CHILDHOOD MEMORIES. Do you attach special value to 


childhood memories? 


A large majority attach great importance to the recovery of childhood 
memories. (One analyst asks in this connection ‘What is psycho-analysis?’), 
Of these a number qualify their answers, e.g, they do not value memories as 
memories but in relation to transference analysis, or, they attach value to 
“traumatic memories accompanied by affect’. One or two value memories in 
so far as they can be linked with phantasies, i.e. they regard phantasy as of 
primary importance. One thinks the value of a memory varies with the depth 
of its repression, Revival of memories is also regarded as a sign of progress in 
analysis. 


5. CLINICAL TYPES AND RECOVERY OF MEMORIES. In what clinical 
type do you meet with the maximum of recovered memories? 


Several failed to answer this question at all. There was also some confusion 
between memories recovered during analysis, and total of memories accessible. 
Of those who did reply, a small majority found hysterics recovered most 
memories. The remainder exhibited many different opinions, e.g. some 
suggested that the maximum recoveries occur in delusional cases, traumatic 
cases, psychotic cases, paranoid, cyclothymic, etc, One only replied that the 
maximum number occurred in cases of obsessional neurosis while another 
said that obsessional cases were poor in recovered memories. 

A discussion on May 2, 1934, on ‘The relative importance of reviving 
memories and reconstruction’ did not add a very great deal to the answers 
received. The resistance value of reconstruction and its possible use as a flight 
from transference and affect were mentioned. There appeared to be a feeling 
that memory-revival is no longer of primary importance or at any rate not 
so important as it was considered when repression was the chief defence- 
mechanism recognised. It was held that it is as important to follow out the 
interplay of projection and introjection in development, as it is to revive early 
memories. The importance of body memories, and their liability to projection, 
was also mentioned. The importance of relating affect to memory, of linking 
up isolated memories, and of tracing the wealth of detail scattered through 
numerous phantasies to central events in early life was also stressed, 

An interesting possibility was mentioned that patients may discover a pre- 
dilection on the part of their analysts for recovered memories and seek to 
gratify this. 
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Behind all these doubts and uncertainties there exists an important 
clash between two points of view. One is strongly supported by the 
traditions of psycho-analysis and the fact that analysis was first and 
most freely applied to the psycho-neuroses. The tradition is that in an 
ideal analysis the patient should have revived most of his repressed 
memories (alternatively, reconstructed most of his infantile life), and 
have a good emotional understanding of the main features of his 
psychological development, particularly of those factors leading to the 
original infantile neurosis. The opposing view is that although re- 
covery of repressed memories and reconstruction of infantile life are 
important, analysts may attach too much importance to the relation 
between the child and his actual environment. They would argue that 
although all ideations are based on psychic experiences, still there are 
certain ideational forms (unconscious phantasies) which are specially 
influenced by endopsychic factors (instinct drives and unconscious 
mechanisms), and are perhaps more prolific sources of conflict than the 
actual relations of the infantile ego to the external objects of its 
impulses. Naturally this school would disclaim any intention of depre- 
ciating the significance of environmental influences whether traumatic 
or benign, episodic or of a more continuous nature, On the other hand, 
those in favour of memory reconstruction are just as emphatic in 
asserting that they do not depreciate the significance of more purely 
endopsychic factors and are just as interested in unconscious phantasy 
systems. If the disclaimers of both groups are sound then obviously 
there is nothing to argue about and it would follow that any existing 
disputes are due to extrinsic (i.e. subjective) factors. These subjective 
factors might be of a general nature, e.g. a need to dispute; or they 
might be influenced by preconceived and rather moralistic ideas. It is 
perfectly clear that if emphasis is placed on environmental factors, par- 
ticularly of a traumatic order, the implication is that with better care 
on the part of the parents or ‘child-minders’ these ‘pathogenic’ stimuli 
might have been avoided. There is here amore or less direct aspersion on 
the parents. On the other hand, if emphasis is placed on the pathogenic 
influence of purely endopsychic factors, the implication is that the parents 
need not necéssarily have been ‘to blame’. The onus in that case would 
be on the child’s own psyche. A change in attitude on this point has 
gradually come about which takes the form of saying that endopsychicand 
environmental factors inevitably dovetail. But the temptation still exists 
to be influenced in the valuation of analytic material by theories as to the 
ideal relations that should exist between children and their parents. * 


* At a discussion on June 29, 1958, Strachey made a remark to the effect 
that when analysts are hostile to their parents they may incline to favour en- 
vironmental factors, and when they feel that children are a nuisance they may 
tend to blame endopsychic factors. 
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Another interesting possibility is that difficulty in assessing the 
comparative significance of endopsychic and environmental factors 
arises from a subjective preference on the part of the analyst for one 
particular type of unconscious mechanism. It is likely that those whose 
own introjection mechanisms are unusually active and who therefore 
attach more importance to the introjection defences of their patients 
will tend to depreciate and frequently to overlook environmental fac- 
tors, while those who are more concerned with projection in themselyes 
and in their patients will correspondingly under-emphasise the endo- 
psychic factors. In the meantime, it seems desirable to assume that, 
despite the assurances and disclaimers of both groups, there is a genuine 
scientific issue at stake, viz. the nature of the interrelations between 
the psyche and its environment. At least, it is plausible that there is a 
variety of such interrelations and that in different psycho-pathological 
states these variations come to a characteristic expression. In any case 
it is the objective facts about interaction that we have to arrive at and 
to assess. Pooling and comparison of individual findings is the method 
most likely to correct ‘personal’ distortion and prevent extrayagances 
arising from subjective sources. 


6. EXCESSIVE LOQUACITY. What is your most successful line of interpreta- 
tion dealing with excessive loquacity? 

The answers to this question were varied. Two evidently appreciated the 
multiplicity of conditions under which loquacity may occur and replied ‘Cannot 
answer in a word’ and ‘Cannot generalise’. A third said the line taken varied 
with the patient’s defences at a given time. A fourth tries to stem the flow by 
picking out words or ‘slips’, The remainder tended to fall into two groups. 
One group concentrates on interpreting the libidinal meaning or function of 


speech. Examples of these are ‘meaning’, ‘oral erotism’, ‘Anal’, ‘ Urethral- 


anal’. The other group go for the defensive function of the activity: thus 
‘Look for avoided subject’, ‘Why afraid to pause?’ Three rely expressly on 
transference interpretation but do not specify whether they stress the libidinal 
or the defensive aspect. 


These answers bring out the essential weakness of the Questionnaire 
method as applied to analysis. A large number of ‘difficulties’ had to 
be omitted from the list (vide following questions) because they arose 
out of some special situation in a particular analysis. These were suit- 
able for seminar discussion only. As soon as a clinical difficulty is 
sufficiently general in nature to be put within the compass of a short 
question, replies tend to be equally general and consequently not very 
helpful. 

Although the persistent silences of some patients are a more com- 
mon source of trouble, some analysts have evidently found themselves 
perplexed by the companion problem of persistent loquacity. Actually, 
from the resistance point of view, loquacity is a more stubborn defence 
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than taciturnity. Perhaps the best answer is that it depends on the 
diagnosis. The loquacity of obsessional types is usually accompanied by 
an ambivalent attitude to interruption. Such patients pause to throw 
cold water on the analyst’s interpretation and then resume their dis- 
course. Here fairly constant interpretation of the transference ambi- 
valence would seem to be indicated. Paranoid types are often loqua- 
cious and react still more sharply to ‘interference’. The most difficult 
types belong to the euphoric group. Generally speaking direct interpre- 
tation of loquacity has little effect on psychotic types. Interpretation in 
such cases should be regulated by a sense of the ‘urgency’ of deeper 
conflict, particularly conflict over pre-genital phantasies. The immedi- 
ate transference significance of these phantasies should be stressed. 


7. OBSTRUCTIVE COMMON SENSE. What is your most succe: 
interpretation dealing with obstructive common sense? 


sful line of 


The answers here were also very varied but a fairly strong tendency 
appeared to interpret ‘common sense’ as defence against ‘phantasy’, espe 
cially transference phantasy. The factors most frequently referred to were 
those of anxiety and defensive aggression and interpretation along these lines 
was suggested. Some analysts use a device other than interpretation, e.g. one 
seizes on a weak spot in the patient’s argument, another queries something 
that the patient assumes to be obvious: ‘Obvious! Why?’ One concedes any 
reality in the patient’s statement but insists there is ‘more behind’. The most 
philosophic reply was ‘Let them talk, they get over it’. One analyst regards 
this as an intractable form of defence, only amenable to a strong transference 
drive to overcome it. 


8. ENCOURAGEMENT TO TALK. What is your method of dealing with 


patients who need constant encouragement to talk? 


‘These answers were rather indefinite, but tended to fall into two groups, 
similar to those observed in relation to the problem of loquacity, one group 
emphasising the libidinal values, the other, the defensive anxiety connected 
with this need. Some speak more themselves with such patients. One is ready 


to accept alternative material, e.g. a letter. This type of resistance appears 
specially liable to rouse anxiety in the analyst, as evidenced by resort to 
reassurance, desire to overcome it quickly, etc. 


This question was unfortunately worded. Intended to extract infor- 
mation on the best way of dealing with patients addicted to silence, 
the use of the phrase ‘need constant encouragement’ seemed to imply 
that reassurance was the correct procedure. Actually a number of 
clinical varieties of analytic speech-inhibition exist, e.g. cases, either 
extremely hysterical or border-line psychotic, which begin analysis with 
a more or less persistent silence; or cases which, between little sporadic 
bursts of communicativeness, are apparently stricken with a painful or 
anxious incapacity to get anything out. As in the case of loquacity per- 
haps the best procedure is to diagnose the particular clinical variety of 
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silence and use the diagnosis as a guide to the timing and nature of 
interpretations. * But this does not solve the problem of reassurance. 
Incidentally, if reassurance in order to promote talking is the correct 
procedure, there seems to be no reason why we should not inform 
loquacious patients that they need not be alarmed if nothing at all 
comes to their minds. It is quite certain that loquacious types become 
restless and tense on the rare occasions when they fall into a silence. 


9. SPONTANEOUS OFFER OF INTERPRETATIONS. What is your most 
successful line of interpretation dealing with the spontaneous offer of 
infantile interpretations by the patient? 


The answers to this question showed more agreement. The majority treat 
it as a transference manifestation, a positive, negative or ambivalent manifes- 
tation, or an attempt to lead the analyst away from an ‘anxious’ transference 
situation. 


This general concensus of opinion suggests the necessity for correc- 
tion in terms of counter-transference, There is, of course, no doubt 
that spontaneous interpretations on the part of the patient are most 
often transference manifestations, ‘displacing the analyst’, ‘stepping 
into father’s (or mother’s) shoes *, etc. But it can have genuine validity. 
Obsessional types frequently give very accurate part-interpretations of 
their own material, remaining, nevertheless, devoid of emotional 
appreciation of their significance, Hysterics (particularly conversion 
cases) and depressives are usually poor self-interpreters, although the 
latter frequently offer accurate guilt interpretations in order to cover 
their deeper paranoid attitudes. So-called normal cases are also poor 
interpreters but often conceal the fact by assiduous reading of analyti- 
cal literature. Schizoids are often very good indeed and it is well to pay 
attention to their interpretations. 

In all such cases a counter-transference reaction should be looked 
for. However tolerant the analyst may be, the usurpation of his most 
godlike privilege, viz. that of telling other people the ‘true truth’ 
about themselves is calculated to arouse counter-transference reactions. 
Yet no analyst need be ashamed to be instructed by his patient. Few 
analysts can hope to be expert in the handling of every type of case. 
If their own mechanisms correspond with those of a particular group 
they may be very good with that group (despite an obvious risk of 
occasional complete misinterpretation due precisely to that correspon- 
dence of mechanisms). Similarly with dream interpretation: each ana- 
lyst has a flair for special types of dream, but on many occasions his 
patient’s flair should be respected. A good schizoid case will often teach 
an analyst more about symbolism than can be learned elsewhere. It 


* The inability to speak displayed by persecutory types has been commented 
on by Melitta Schmidebers. 
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must often happen that the patient has really better inside knowledge 
than the analyst, though, of course, he is seldom able to use it for 
anything but resisting the analysis skilfully. 

Counter-transference may also be responsible for a certain amount 
of suspicion on the analyst’s part when he finds his patient co-operative, 
This, of course, would reflect the analyst’s own doubt of his own 
interpretations. 

It is to be noted that nearly two-thirds of the contributors failed to 
reply to questions 5 to 8. One remarks, ‘all these are crystallised ego- 
defences and only give way gradually’. 


10. WORKING THROUGH. Do you allow time for ‘working through? i.e. 
refrain from additional (new) interpretations for a time after uncovering 
highly charged emotional situations? 

A majority replied in the affirmative: ‘Yes’ or ‘as a rule’. Some mentioned 
that further interpretation may be necessary to allay anxiety. One allows 
time for working through, but does not ‘allow the emotional situation to be 
exploited” indefinitely. A few vary their practice according to the patient. 
Others do not allow time as a matter of routine. 


This is yet another instance of the need for a preliminary agreement 
as to definition. For it appears from the replies that there is no general 
acceptance of Freud’s view of the nature of working through, viz. that 
it is a spontaneous psychic process which is perhaps the only effective 
means of countering ‘the resistance of the Id’. Incidentally, this view 
would justify a good deal of patience with the process of self-interpre- 
tation. 

Probably this difference of opinion is due to differences in character 
between two groups of analysts. Those who are vigorous and indefati- 
gable do not take very kindly to the idea of the patient’s ‘working 
through’. They suspect that the ‘working through’ notion is a cloak 
for lack of understanding, as is no doubt frequently the case. Other, 
more expectant types are inclined to respect the self-curing tendencies 
of the mind and regard analysis as a process of redressing balances. 
Their analytic interpretations are intended to free the patient’s ego 
thoroughly enough to permit it to look after its own internal concerns. 
This view involves certain quantitative considerations. It can fre- 
quently be demonstrated that a rapid alteration in the symptom-picture 
is due to a reduction in marginal anxieties, i.e. the interpretations 
release only that amount of anxiety which permits more effective action 
of repression. Despite symptomatic improvement, this outcome is not 
entirely satisfactory. A more ample margin of stability is desirable. But 
it does bring out the fact that during the course of many analyses the 
ego uses therapeutic methods of its own manufacture. Nevertheless, it 
is obvious that quantitative factors of this sort cannot be ignored. Even 
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With the most comprehensive and thorough interpretation no standard 
length of analysis can be established. Patients having practically iden- 
tical symptoms vary in the rapidity of their response to identical 
interpretations. These considerations Suggest that the concept of 
‘working through’ is not simply a defensive concept, an apology on 
the part of the analyst for the length of his analyses. In other words, 
some patients cannot be and some patients should not be hurried. We 
may agree, therefore, that although analysts may on occasion advance 
“working through’ explanations in self-defence, there are (particularly 
in psychotic types) certain deep transference attitudes (hurt, suspicion, 
ambivalence, etc.) which require prolonged periods of ventilation. As 
for permitting ‘working through’ periods after active interpretation, 
that policy seems to be merely taking a leaf out of the book of spon- 
taneous mental defence. It is easy to observe that after any crisis either 
in analysis or in ordinary life most individuals tend to ‘draw in their 
horns’ until the situation has been stabilised. This process of spon- 
taneous recuperation is best illustrated in the phenomena of normal 
grief; and it is of interest that this may vary in duration from a few 
weeks to a few years, indicating that the degree of ‘working through’ 
varies normally within wide limits, Finally, it is possible that analysts 
dislike the process because it is felt to be an aspersion on the virtue of 
their interpretations. And no doubt it would be rather mortifying to 
think that an unusually. prolonged analysis was successful, not so much 
because of the effect of long continued interpretation, but because the 
patient has gradually succeeded in curing himself. This mortification 
would not be justified unless the patient had cured himself in despair. 
For there is no doubt that many patients who do cure themselves in 
analyses would not have been able to do so unaided. 


CHAPTER V 
INTERPRETATION (4) 


Free Association, Forced Phantasy and ‘ Active’ Devices * 


1. FREE ASSOCIATION. Do you keep strictly to the free association rule or 
permit (advise) relaxations of it? 


A majority permit relaxation. Several answers emphasise the impossibility 
of preventing relaxation. One queries ‘everything is free association, what 
are relaxations?’ Only a minority keep strictly to the rule whenever it is in 
their power to enforce it, but admit it has sometimes to be relaxed. A few 
imply that they work mainly by the rule but relax for definite reasons, eg. 
deliberately concentrate attention on some topic either because they feel that 
it is a source of special difficulty or because they wish to deflect attention from 
another. Two never advise relaxation, whereas another two both permit and 
advise it. One does not even feel it necessary to recommend the rule to the 
patient, 


There has evidently been some slight misunderstanding here, Not 
everything in analysis is free association: suppressing conscious ideas 
is not free association. The question should have run: Do you permit 
or, on occasion, encourage the patient not so much to suppress ideas 
permanently as to delay communicating them? It is probably only 
in psychotic cases that the issue is worth very serious consideration. 
A more important question is whether the analyst unwittingly over- 
looks the constant omission of affective expression in analysis. The 
form of the association rule most frequently communicated to patients 
seems to be: ‘Say what is in your mind’. And this is taken by the 
patient to mean: ‘Say what you are thinking’. Whereas if the instruc- 
tion were: ‘Tell me also all about your feelings as you observe them 
rising into your conscious mind’, in a great number of cases the 
ideational content would follow of necessity. Naturally this would not 
apply to such cases as have developed specific affective defences, e.g. 
can dissociate affect from consciousness. Policies about affect require 
much more attention than they have hitherto received. 


2. FORCED PHANTASY. (The term ‘forced’ (Ferenczi) is not very satis- 
factory: the interpretation of an incest phantasy is equally ‘ forced’.) 
The question is better stated as follows:— 


ABANDONMENT OF RULE TO RECONSTRUCT PHANTASY. Do you 
abandon the association rule in certain instances, holding the patient to 
one thread until you have constructed a Phantasy piece-meal? 


About half abandon the rule in some instances, One-third encourage 
expansion of phantasies. 


* See also Transference and Routine, pp. 514-16. 
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These answers are, at any rate, consistent with those given concer- 
ning free association: for if the analyst continues to hold the patient 
to a particular thread he is obviously himself breaking the association 
rule, In the same way, of course, he breaks the rule if-he gives prefer- 
ence to dreams and keeps asking for associations to dream items until 
he has run them through. It is evident that. there is less timidity in 
replying to this question, possibly because the phrase ‘free association’ 
has more traditional sanction, and the word ‘forced’ is suspect. 


3. INTERPRETATION OF ISOLATED WORDS AND ACTIONS. Do you, 
on the strength of isolated words or actions, without waiting or hoping 
Jor confirmation in associations, expound phantasy systems affecting 
(a) reality relationships, (b) transference relationships? 


A majority sometimes interpret from details, e.g. when sure that they 
relate to some immediate anxiety. One-third, on the other hand, stated that 
they never interpret from details, The remainder vary in habit. 


In this question a distinction ought to have been drawn between 
expounding phantasies on the strength of details (a) irrespective of 
difficulties; (6) when difficulties, particularly prolonged silences, occur ; 
(c) at the beginning of sessions before much free association has taken 
place. Naturally, when silences are prolonged there is often little left 
to interpret save isolated words or movements. On the other hand, even 
when associations are fluent it is often the case that the most important 
material is contained in the first few phases or in some apparently 
trivial gesture made on entering the room, If the rest of the associations 
gives no clue to these preliminaries, it would seem admissible, sooner 
or later, to ignore the bulk of the associations and interpret the pre- 
liminary material. Obviously this could be done, if necessary, without 
delaying for further associations especially if the material of the day 
before had led the analyst to anticipate resistances on the following 
day. 

‘This raises a point which has not been discussed fully enough. The 
analyst is in the habit of applying dream technique to dream material, 
in particular undoing the process of condensation by isolating items 
and applying associative methods to them: but there are doubtless 
many fragments of conscious phantasy, stereotyped phrases, verbal 
mannerisms, quotations, and clichés that should be dealt with in the 
same way, viz. by isolation and special investigation. * Where the 
underlying material appears to be especially archaic (i.e. is not inter- 
woven with pre-conscious thinking) the application of dream technique 
e.g. symbol reading, to conscious ‘scraps’ would seem justifiable. In 
any case the interpretation of ‘scrap’ material, particularly at the 
beginning of a session, should usually be in terms of transference. 

* Cf. the point of view expressed by Sharpe, Dream Analysis (1938), 
Hogarth Press. 
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4. QUESTIONING THE PATIENT. Do you ask direct questions: (a) about 
matters of fact, e.g. family history; (b) about matters of phantasy; (c) 
about emotional reactions? 


A majority ask questions freely, others occasionally. Some said they never 
do so in the early stages of analysis. One who has no objections on principle, 
and occasionally does ask questions, finds the method of too little value to be 
worth while. 


Here again the answers are fairly consistent. If analysts made a 
fetich of the association rule it would be inconsistent of them to ask 
questions. Apart from dealing with the habits of the analyst, this and 
the previous three queries are really intended to find out whether 
analysts are slavish in obedience to their own general rules. Clearly 
the answer is that they are not. A further question of a more personal 
nature would be whether they are easy in their minds or guilty when 
they relax their accustomed practices. Also, whether they relax most 
with easy or difficult cases. Apart from this it would seem quite 
natural to ask patients about matters of fact concerning which one 
was in doubt. Some patients are put at their ease by being asked 
questions. And many family situations would be grasped much more 
quickly by the analyst if he did not hesitate to ask about some detail 
instead of waiting until the detail emerged in the natural course of 
association. It is a question of the balance of advantages. He may wait 
too long or he may drag the detail from its legitimate context. ‘The 
suppression or omission of minor details is frequently of great psycho- 
logical significance. It would be well, therefore, to be familiar with 
the patient’s habit in these matters before deciding to use or eschew 
questioning. Naturally there should be no intention of ‘history- 
taking’, a procedure that would certainly stultify free association. 

‘Fishing for affect’ is a problem of a different kind (see 1 in this 
section). One question of importance was unfortunately omitted, viz. 
“Do you ask the patient about his subjective feelings in the matter of 
therapeutic progress, i.e. whether he feels better or worse?” (See Ter- 
mination of Analysis, p. 327). 


Discussion (October 18, 1935). Reference was made to a definition of 
‘forced phantasy’ as ‘definition in the dark’, The risks of such interpretation 
were held to be less in the case of transference phantasies. Sharpe reported 
that she found it useful in patients with active reality interests to seize on 
similes and odd remarks, especially where these appeared likely to conceal 
some concrete meaning (see footnote, p. 301). Strachey suggested that 
stopping to ask questions about some obscurity, especially early in analysis, 
might lead to missing other important things. Jones, however, contended that 
equally important things might lie behind the obscurity. Schmideberg re- 
ferred to the anxiety which questioning might rouse in patients, since it is so 
easily interpreted by them as attack. 
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5. PLAY TECHNIQUE AND ADULT ANALYSIS. Do you favour adopting 
any form of play technique in adult analysis (e.g. Providing paper and 
pencil, etc.)? 


A majority were not unfavourable but only about one-third have found such 
measures necessary, or made much use of them. Thus one encouraged a silent 
patient to write and another provided pencil and paper in one case. Yet 
another would provide anything that would help the patient to express him- 
self. There is certainly no general taboo on the subject, but the device is 
sparingly used on the whole, and then usually limited to such relatively adult 
methods as writing, drawing and making diagrams, etc. 


The answers to this question were disappointing. In earlier times it 
was natural that the fundamental rule of free association should be 
treated as fundamental, hence that there should be a conservative 
reaction against any attempts to alter it. As has already been noted, the 
original rule tended in practice to discriminate in favour of verbal 
expression and thereby to encourage limitation of affective expression. 
In later times the protracted controversy over ‘active (Ferenczi) tech- 
nique’ resulted in reinforcing this conservative reaction and even 
affected the issue of ‘play’ technique with children. Actually 
the development of child analysis was bound sooner or later to raise 
the issue of modifying adult technique in some directions. If play tech- 
nique were reserved for small children only, or if an age limit were 
fixed beyond which play technique could be regarded as inappropriate 
or unnecessary, there would be no problem. But since child-analysts 
use these methods on latency cases and even beyond pubertal phases, 
the matter cannot be left there. Before child technique was standard- 
ised many quite small children were analysed by a method of free 
observation combined with interpretation of obseryed speech and con- 
duct in the consulting-room. It was also quite common then to have 
children of seven to fourteen years of age lying on the couch associating 
in a (sometimes) surprisingly adult manner. It seems obyious that at 
certain phases adult and child methods should overlap, so that the 
question of permitting or encouraging play activities in adult cases 
cannot be burked. 

It is easy to observe that some adults, within the limits of the re- 
cumbent position, play with every available object in their pockets, bags, 
or onside-tables. Others endeavour to widen the range of their activities, 
Others complain that they frequently could draw better than they 
describe. Others again complain that the main drawback and source 
of uncertainty in analysis is the fact that they are not supposed to play. 
The issue deserves further consideration under two heads: generally 
speaking, in what types of adult case should play activities be per- 
mitted; in cases of psychosis should they be encouraged and, if so, 
under what conditions and with what limitations. 

A cognate problem which was unfortunately omitted from both 
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questionnaires is the amount of relaxation permitted in the matter of 
associating in a recumbent position. This might have been raised in a 
number of contexts, e.g. how to deal with anxiety crises, the rôle of 
reassurance, etc. It is a common observation that many patients, par- 
ticularly men with repressed ‘passive’ tendencies or of slightly para- 
noid disposition are reluctant to lie down. Women with excessive 
masochistic phantasies of coitus are also sensitive on this point. Others 
of both sexes cannot bear the idea of scrutiny from behind and feel 
they must face the analyst or stand while the latter sits: others again 
want to walk about or lie on the floor or sit in an Opposite corner of 
the room. These wishes or needs present no problem in play technique, 
but they frequently cause difficulties in the more conventional adult 
analyses. The more these details of practice are considered the more 
obvious it becomes that many of the more conventional replies to the 
Questionnaire were returned by analysts whose practice is limited to 
mild psycho-neuroses or character difficulties occurring in otherwise 
fairly stable individuals. Analysts who deal with a number of acute 
psycho-neuroses or genuine ‘borderline’ psychoses haye to face many 
more perplexities as to conduct and are less likely to be satisfied with 
the more conventional forms of advice. 

In this connection it is remarkable that no reference was made in 
either Questionnaire to the problem of ‘abreaction’ or ‘catharsis’. How 
far, for example, do analysts permit or encourage the abreaction of 
affect when this takes the form of smashing objects, throwing them 
about the room or even at the analyst. Although the modern preoccu- 
pation with anxiety manifestations tends to obscure the f: act, behaviour 
of this sort has to be distinguished from anxiety crises which may also 
give rise to violent demonstrations. Moreover, it should be distinguished 
from the violence accompanying some guilt crises. It is essentially 
repetitive, and the form of the behaviour is consequently much more 
stereotyped. It has also a considerable ‘recovery’ value, being in fact 
frequently a substitute for reviving memories. But since it is not so 
readily amenable to immediate interpretation, the problem arises 
whether, when interpretation fails, it should be reduced by reassurance 
or restrained through Super-ego injunctions. Reassurance certainly 
reduces abreaction, but on the other hand, a certain amount of abre- 
action reduces the patient’s compulsive tendency. Uncertainties in 
dealing with this problem are frequently due to the analyst’s subjec- 
tive reactions to ‘scenes’. Many analysts dislike haying small objects 
of furniture destroyed and patients are quick to spot this fact which 
inevitably reminds them of childhood experiences and prohibitions. 


CHAPTER VI 


TRANSFERENCE AND ROUTINE (1) 


I THE PREVIOUS section transference pheno- 
mena were dealt with only in so far as they referred to the technique 
of interpretation. Yet many of the answers raised problems of trans- 
ference and counter-transference. In the present section, apart from a 
preliminary question, transference is dealt with in a rather matter-of- 
fact way. Emphasis has been laid on various difficulties arising out of 
the routine of analysis. The bearing of these routine matters on trans- 
ference will in most cases be obvious either from the question or from 
the answers given. The preliminary question (vide seq.) was raised in 
the Supplementary Questionnaire because of the divergence of views 
on the technique of interpretation brought to light by the first 
Questionnaire. 


A. TRANSFERENCE AND COUNTER-TRANSFERENCE 


1. TRANSFERENCE ANALYSIS. Do you analyse the transference situation 
only if it is so outstanding that it cannot be avoided: or if it is a source 
of resistance: or do you regard it as the main therapeutic device? 


The balance of opinion appeared to be definitely in favour of analysing 
transference ‘throughout’, ‘constantly’, ‘whenever interpretation is possible’, 
etc, One holds ‘only transference interpretations effective’. A few qualified this 
by phrases such as ‘when outstanding’, ‘when the transference-neurosis is 
established’, but it was suggested that pretty continuous transference analysis 
is the usual practice. A large majority regard transference as the main 
therapeutic device. A few again qualified their answers, e.g. ‘one of the main 
therapeutic devices’, but there were no negative replies. One answer referred 
to the need to analyse ‘all’ transference manifestations, i.e. extra- as well 
as intra-analytic situations while another emphasised the supreme importance 
of negative transference analysis. 


There is slightly more agreement on this point than might be 
gathered from the answers to the questions on interpretation. This is 
perhaps due to the form in which the question was put. If approached 
directly on the question of transference, analysts are likely to be on the 
defensive since the analysis of transference is by common consent one 
of the hall-marks of analytic technique. Allowing for a certain latitude 
in practice, there seems to be no doubt of the general policy of analysing 
transferences. How ‘continuous’ that routine is seems open to some 
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question. In any case it would have been advisable to find out exactly 
what each individual means when he uses the phrase ‘analysing the 
transference’. Ashasbeen pointed out before displacement isby nomeans 
the only mechanism involved. Yet to judge from many interpretations 
reported, it seems that for many analysts transference is regarded 
merely as the displacement of personal reactions from past parental 
relations to themselves. 


2. PERSONALITY OF ANALYST. How far do you think the personality of 
the analyst plays a part in the conduct of analysis? 


More than half the replies agreed that the personality of the analyst plays 
“a considerable part’, ‘a more important part than is always realised’, ete., in 
the conduct of analysis. Amongst these some regret this influence, e.g. ‘una- 
yoidably; ideally minimum’, A small minority take the opposite view, eg. 
‘Very little part’, ‘less than one might think’. One said ‘not large unless 
technique faulty’. Another ‘some importance but skill more important’, One 
answer suggested that the personality probably affects the order in which 
transference situations develop and the sequence of material. 


Division of opinion indicates the necessity for much more detailed 
examination of this issue. A supplementary question might haye made 
the matter more pointed, viz. ‘Do you think that the analyst’s own 
mental devices (i.e. his own favoured unconscious mechanisms which 
operate irrespective of the degree of his personal analysis) affects the 
order of the material analysed?’ Even if analysts do not have a blind 
spot for their own particular mechanisms they certainly have a more 
empathetic reaction to the use of similar mechanisms in their patients 
and, unless this were constantly controlled, there would be some likeli- 
hood of selective analysis of material. To judge by views presented 
during scientific meetings it would appear that where there is less 
necessity for discretion the same people tend to discuss quite different 
subjects from a fixed angle of interest. This is easy to detect when 
individual members haye special interest in one particular libidinal 
phase or one particular stage of development or unconscious mechan- 
ism or etiological formula or are biased in favour of a particular set of 
unconscious phantasies. There is a certain stereotyping of comment 
which more than any other factor is responsible for the dullness of 
scientific discussion. Hence selective analysis is one of the obvious 
though by no means the only way in which a personality factor might 
operate (see also Section G, p. 324). It is probable that, particularly in 
the early stages of analysis, the personality of the analyst has the effect 
of stimulating or reassuring the patient’s anxieties or hostilities. And, 
of course, Freud attached considerable importance to the effect of the 
patient’s early identification with the analyst, a situation that is no 
doubt either promoted or hampered by his intuitive assessment of the 
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analyst’s actual character. Not enough work has been done on the 
effects produced by change of analyst. Studies of this sort ought to 
make clearer what these ‘personality’ factors really amount to. 


5. EFFECT ON ANALYST. Do you find the practice of analysis acts as a 
therapeutic procedure for the analyst or not; does it increase or diminish 
his own conflicts? 


Answers here were varied and rather confusing, apparently because there 
was a tendency to equate diminution of conflict with therapeutic effect, A 
majority consider the total or dominant effect is therapeutic, provided that the 
temporary exacerbations of conflict which may be produced in the course of 
treatment are appreciated, i.e. analysed. It was recognised that the analyst is 
subject to a process of continuous conflict-stimulation which is probably without 
parallel. This effect is increased in proportion to the number of cases seen 
daily. A minority replied in the negative, ‘not therapeutic’, and regard such 
a notion as ‘suspect’. On the other hand, some point out the wealth of oppor- 
tunity for sublimation and even for direct satisfaction (e.g. of curiosity) 
offered by the practice of analysis, * 


The majority opinion that the dominant effect of analysis upon the 
analyst is therapeutic should be reassuring to intending practitioners 
inasmuch as it presumably embodies the results of personal experience. 
The proviso implying that temporary exacerbations of conflict are un- 
avoidable underlines the importance of rendering analysts capable of 
adequate self-analysis if they are to surmount such crises unaided. + 
The minority who ‘suspect’ the idea of therapeutic effect probably 
have in mind the type of person to whom a career in analysis seems to 
offer hope of vicarious solution of conflicts or the patients who develop 
analytic ambitions during treatment which disappear as they get 
better, But no one suggested that practice might increase the rigidity 
of the analyst’s preferred defence systems. Nor did anyone envisage 
the possibility that the need to remain in touch with feelings and 
situations normally repressed might lead to accentuation of mechan- 
isms less obviously detrimental to insight. However this may be, any 
beneficial effects on the analyst should perhaps be subsumed under the 


* Barbara Low writes: ‘The analyst’s successful achievement, for himself 
and patient alike, can best be described if we turn again to Freud and his 
picture of the artist. The artist, he tells us (for artist we may here substitute 
analyst), in contact with the external world (for which we may substitute 
patient) obtains his material, moulds and illuminates it by fusion with his 
own unconscious, and presents it again, thus re-shaped, in forms acceptable 
to reality demands and to the unconscious of the world (the patient). Through 
such revelations he obtains a means of release, both for his fellow-men and 
for himself’ (Int. J. Psycho-anal. (1935), 16, 8). 

t Freud’s last recommendation was that analysts should submit themselves 
to further analysis at five-year intervals as a routine. Int. J. Psycho-anal., 
‘Analysis Terminable and Interminable’ (1937), 18, 402. 
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term ‘counter-transference therapy’. Presumably such therapy would 
occur in different individuals for different reasons. In any case the fact 
that the practice of analysis may be a legitimate sublimation should 
not be ignored. What these replies do reveal is the present lack of 
adequate and detailed information on the whole subject of the analyst’s 
relation to his work and its effect upon him. In any such investigation 
the following factors would have to be distinguished: (a) the stimu- 
lation of unconscious conflict through analytic work; (4) the effect of 
overwork; (c) the effect of emotional frustration, e.g. of sacrificing too 
much energy without commensurate recompense; (d) the degree of 
flight into unreality encouraged by concern with other people’s prob- 
lems both real and phantastic. In particular, the interplay and inter- 
change of super-ego réles is worthy of investigation. Both analyst and 
patient are in a sense ‘on their best behaviour’, and this unnatural 
state is bound to provoke super-ego reactions. 


4. THE NEUTRALITY OF THE ANALYST (LAY-FIGURE CONCEPT), 


Do you ever admit to the patient the possibility of being wrong? Do you 

ever admit to the patient the Possibility of ‘not knowing’? 
This is another of the few questions which produced unanimous replies, All 
answered in favour of admitting fallibility to the patient. Only one special 


reservation was made to the effect that it may be unwise to do this with 
patients whose deep anxieties are so strong that they still ‘need’ to feel the 
analyst is omnipotent. 


In this case the questions were badly selected. On the one hand, it is 
not easy to confess that one never admits error to the patient and, on 
the other, there is no doubt that many hysterical and depressive 
patients react strongly to the idea of impotence or weakness on the part 
of the analyst. This last situation is, of course, one that calls for trans- 
ference interpretation. Obsessional patients are quick to recognise un- 
certainty on the part of the analyst. This has some bearing on the 
length of interpretations (g.v., Pp- 270 et seg.): long interpretations more 
than any others arouse suspicion of weakness. 


5. CO-OPERATIVE NATURE OF ANALYSIS. Do you lay emphasis on the 
co-operative nature of analysis as distinct from the phantastic co-operation 
demanded in transference? 

A majority emphasise Co-operation hut a few are definitely against it. One 
suggested that emphasis on co-operation might lay a burden of guilt on the 
patient, making him feel responsible for failure. ` 


6. FRIENDLY ATTITUDE VERSUS PROFESSIONAL INTEREST. Do you 
believe in giving some indication of a positive friendly attitude as distinct 
from the friendliness implied in ‘professional interest’? 
One-third replied ‘Yes’, another third, ‘No’, i.e. should not exceed ‘ pro- 
fessional’ friendliness. Of the affirmative replies one insisted that the analyst 
must not be afraid to be human. 
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7. REAL VERSUS ‘SHADOWY’ ANALYSIS. If you have no Sized or rigid 
Practice in these matters, what indications do you follow? For example, 
even if you hold in general that the analyst should be a neutral or 
shadowy figure, are there instances where you believe he should be more 
of a ‘real’ figure for the patient? If so, in what respects? 


human and real. Some of these think that the opposition between neutrality 
and reality is false and that the conditions of analysis allow the patient ample 


that the analyst should deliberately emphasise his ‘reality’ in some cases of 
acute conflict, where the ego is weak. One recognises the need that may arise 
for extra ego support, but thinks this can best be given by directing analysis 


8. RESTRICTION OF SPONTANEITY OF ANALYST. How far should the 
spontaneity of the analyst be restricted? Are there any dangers or 
drawbacks in such restrictions? 


Only twelve answers were received. Of these, six realise some restriction 
(e.g. of speech) is necessary, but find it difficult to draw the line between 
desirable and undesirable restraint, What must be avoided is the establishment 
of an unfavourable ‘inhibited’ atmosphere. Five feel that the analyst ought to 
be able to trust himself to be spontaneous, and that restriction is often defen- 
sive and therefore to be distrusted. Only one sees no dangers in restriction. 


So far the answers to these questions on the neutrality of the analyst 
provide a useful ‘control’ for the Opinions expressed on the subject of 
‘reassurance’ (9.v., p. 286). These latter appear to have been fairly 
consistently held, since there is also a definite consensus of opinion in 
favour of routine ‘neutrality’ but in favour of the ‘real human’ as 
against the ‘shadowy’ analyst. N evertheless, there is a slightly stronger 
conviction in favour of the ‘real human’ than there was in favour of 
the ‘reassurance’. Although a policy of reassurance is not incompatible 
with neutrality of the analyst, the question arises whether for most 
patients strict neutrality is not really an intimidating attitude. At the 
least it may represent an incongruous aloofness, If that be so, the real 
human attitude is essentially reassuring. If it be reassuring, at what 
point does it lose its legitimate effect and become a transference 
instigator ? 

It was unfortunate as well as significant that information on the 
‘spontaneity’ of the analyst was so scanty. Commencing analysts are 
constantly harassed by this problem and tend to solve it by swinging 
between rigid caution and an expansive plunging. Generally speaking, 
the more experienced the analyst the more spontaneous he is, The risks 
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of spontaneity lie mostly in the selectiveness of the analyst’s uncon- 
scious mechanisms and conscious theories and partly in the possibility 
that the analyst may feel guilty over having been spontaneous. 

All these points require further investigation. In the original ques- 
tion no definition of ‘professional interest’ or ‘friendliness’ was given, 
and no doubt there is a considerable overlap between ‘professional 
friendliness’ and a ‘human attitude’. For many physicians ‘profes- 
sional interest’ is confined to a benevolent scientific concern with 
symptoms, an attitude which is frequently infuriating to patients. In 
the second place, although it is true that the conditions of analysis 
permit ample opportunities of recognising many reality aspects of the 
analyst, the important point is: Does the analyst admit to the patient 
the accuracy of any just observations or guesses about him? The next 
question touches on this subject but only in so far as ‘allowances’ have 
to be made for the patient’s real estimations, It does not raise the 
point of ‘admission’, 


In her paper on analytic reassurance* Melitta Schmideberg suggested a 
number of reasons why it may be desirable for the analyst to appear a more 
real figure for the patient: (a) that it may reassure the patient, (b) that it may 
intensify emotional conflicts, thus bringing them out, (c) that it may counter- 
act unreality feelings in the patient, and (d) that it may gratify or permit 
some of the patient’s scopophilic impulses and criticisms. The routine of the 
analytic situation contains many obsessional elements which may fit in so well 
with the obsessional systems of the patient that they escape analysis (in marked 
contrast to the reaction of patients who are frightened by analytic routine). 


9. PATIENT’S ‘READING’ OF ANALYST. How far do you think the 
Patient's unconscious capacity to read the analyst's psychological ten 
dencies should be allowed for? (This involves the problem of how far the 
transference situation is solely a projection or displacement on the part 
of the patient, or how Sar it is a (conscious, unconscious) recognition of 
the real. (conscious, unconscious) attitudes of the analyst.) 


Quite a large majority appeared to believe that patients observe or read the 
analyst’s unconscious. There was a tendency to regard the transference as a 
mixed product, but to estimate its ‘ projection’ components as variable but 
high in proportion to the ‘perceptual’, One said 80 per cent. Several remarked 
that the projection elements are the only ones of fundamental importance for 
analysis, 


10. ADMISSIONS TO PATIENT. (Sample problem arising from the fore 
going.) Would you admit change of mood, anxiety, or personal illness 
to the patient? 


Most of those who answered are willing to make admissions to patients, in 
answer to questions, confirming observations or under pressure of necessity, 
e.g. to account for missing appointments. A small minority do not, as a rule, 
` confirm or deny patients’ suppositions, or make admissions. Others regulate 
their admissions by consideration of the probable effect on the patient. 

* loc. cit. 
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11, COMMUNICATION OF ANALYST’S PERSONAL OPINIONS. Do you 


communicate personal opinions (e.g. cultural, social, or political views)? 


The majority do not communicate personal opinons (two ‘not consciously’, 
“unless by implication’), One makes a special point of not doing so. Others do 
so ‘rarely’ or ‘at times’. One answer was a definite ‘Yes’, 


These last questions are directed more specifically at the problem of 
counter-transferences and what is to be done about them. There are 
two main aspects of counter-transference, Corresponding with the 
patient’s ‘floating transferences *, which operate most obviously at the 
beginning of analysis, there are on the analyst’s side spontaneous or 
‘floating counter-transferences’ and no doubt these tend to continue 
unobtrusively throughout analysis. There are also ‘acquired counter- 
transferences’ which are essentially reactions to the patient’s material, 
The latter yariety of counter-transference is obviously a matter for 
self-analysis on the part of the analyst. There is not the same certainty 
that the former, more spontaneous, reactions are equally amenable, 
No doubt they can be controlled, but the spontaneous likes and dis- 
likes characteristic of the individual analyst are not very likely to be 
reduced, As Freud said, even the deluded paranoiac does not project 
aimlessly; he has an appreciation of the essential hostility lying behind 
the indifference of the stranger. Despite the one-sided intimacy of the 
analytic situation, the neutrality of the analyst makes him a ‘stranger’ 
to the patient. The practical point is that on a number of occasions the 
patient’s projections or displacements are in a sense accurate diagnoses, 
If this situation can be dealt with by self-analysis, good and well. If 
not, how far should the analyst just ignore the diagnosis or how far 
should he admit frankly the possibility of the patient’s reading being 
accurate ? Further, if he is ready to admit it, how far should he avoid 
a rigid attitude of self-effacement which is evidently not being taken 
by the patient at face-value? The difficulty in all such problems is: 
what are the limits of natural expression compatible not only with 
effective analysis as a whole but with effective analysis of the immedi- 
ate situation provoking the patient’s reaction ? 

A specially difficult situation arises with patients to whose personality 
the analyst may feel antipathetic. This reaction can activate both the 
spontaneous and the acquired varieties of counter-transference. 
Especially when such patients produce, as they frequently do, a pro- 
longed series of ‘negative’ responses, the situation is a testing one. 
And the analyst may respond by keeping rigidly to a conventional 
analytical attitude, or by exhibiting a little more friendliness and 
openness than is usual. On the other hand, cases haye been reported 
where, in face of a negativism calculated to arouse hostility in the most 
long-suffering individual, a frank disclosure of this counter-reaction had 
an apparently good result, The result was no doubt due to the fact that 
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the patient’s aggression was held in check without any sense of humili- 
ation and without employing any moralistic attitudes. But since 
patients sometimes regard the analyst as a helpless child, the fact that 
the analyst did not show any sign of manifest or latent fear, in particu- 
lar that he was not afraid to disclose his own hostile response, no doubt 
contributed to the improvement in the analytic situation. 

A number of other interesting points arise in this connection. For 
example, how far does the analyst’s refusal to admit the reality of 
some of the patient's observations lead to theoretical distortion or to 
actual over-emphasis of phantasy interpretations. If the patient 
roundly states that the analyst is dressed in a slovenly fashion, it ` 
always possible to interpret this as a sign of anxiety lest the pareri 
should be impoverished. But if the analyst happens to be slovenly in 
dress habit the interpretation might have more effect after a frank 
admission of the justness of the criticism, Even in the case of signs of 
illness exhibited by the analyst there are some risks in refusing to 
admit the accuracy of the patient’s diagnosis. The patient may react 
to the denial as a repetition of parental denial of the right to observe, 
and if the observation is merely interpreted in terms of infantile 
sadism, the patient may respond to this interpretation with an incre« 
of guilt feeling. 

There is, however, a clear consensus of opinion against communica- 
ting ‘personal views’ of a general sort. Closer investigation mig! 
show under what circumstances and to what extent this attitude 
(amongst others) might be relaxed. If it is disadvantageous analytically 
to relax it, in what ways can the analyst be spontaneous and at thc 
same time analyse his patient’s transferences without producing an 
impression of defensive or contemptuous aloofness? The following 
three questions were intended to explore these possibilities. 


12, TECHNICAL INFORMATION OR ORIENTATION. Do you usually act 
as a source of information (reality) on (a) sexual, (b) non-sexual 
subjects? 

The great majority act as sources of information, but only one-third appear 
to be untroubled about doing so. The others offer various explanations (ex- 
cuses), the main justification being the removal of impeding ignorance in 
the patient. One gives no sexual information, another no general information. 

It was noted that the tendency to analyse questions was general. For in- 
stance, it was suggested that it is a mistake to analyse questions where there 
seems to be reality justification for giving information, on the ground that too 
constant analysis of questions not only induces immunity or refractoriness in 
the patient but is a sign of undue anxiety on the part of the analyst. 


13. TELEPHONING. Do you allow telephone conversations? 


A majority allow telephone conversations, but may try to keep these short 
or limit them to practical matters. Quite a large minority definitely discourage 
or do not allow such conversations. Clearly no one encourages them. 
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14. READING LETTERS, ETC. Do you read letters, look at photographs, 
etc., brought for your inspection? 


Most of the answers were in the affirmative. None were wholly negative. 
A considerable number aim at some sort of compromise such as getting the 
patient to read a letter aloud. One said he ‘analyses impulse first, so rarely 
looks’. The situation resembles that about telephone conversations, The 
practice is not positively encouraged, but is treated with varying degrees of 
tolerance according to circumstances, 


Tt has to be admitted that here again the answers are not very help- 
ful. It is clear that a desire exists on the part of the analyst to avoid 
giving his patient an impression of rigidity and within limits to present 
a friendly co-operative appearance. On the other hand, it seems not 
only that analysts are frequently uneasy about ways and means of 
giving this impression, but that they have not worked out the prin- 
ciples by which such reactions should be regulated. Actually the sub- 
ject is one that requires a good deal of clinical investigation before 
guiding principles can be laid down. Experience of consulting work 
brings out the fact that many minor problems of analytic routine are 
of major importance to the spontaneous rapport that is of such conse- 
quence in consulting practice. With hysterical and psychotic cases, in 
particular, it can be observed that substitutes for consultation such as 
telephoning, letter-writing, etc., are sometimes of decisive importance. 
Paranoid types often preserve a sort of uneasy equilibrium by writing 
frequent letters to a consultant whom they have never seen. Tele- 
phoning is another of those spontaneous plans of campaign on the 
patient’s part which seem to have a stabilising effect. Observations of 
this sort, reduced to scale, would perhaps enable decisions as to analytic 
routine to be arrived at on systematic clinical grounds. The possibility 
of using the telephone for purposes of interpretation in urgent cases 
was not considered. In the Supplementary Questionnaire an attempt 
was made to bring out underlying principles by inquiring about a 
simple test problem of routine (see below). 5 


B. A PRELIMINARY PROBLEM IN ROUTINE 


1. SMOKING: ANALYST. Do you smoke during work? 

There appeared to be a few more smokers than non-smokers, Among 
smokers, the majority smoke habitually, a few ‘rarely’ or ‘according to cir- 
cumstances in any given case’. Of the non-smokers, two were non-smokers 
outside analysis also, and three very moderate smokers. Two remarked that 
they have no guiding principles on the matter but simply find they listen 
better if they do not smoke. 


2. SMOKING: PATIENT. Do you permit (or invite) patients to smoke? 
A majority permit smoking, but some qualify their permission, e.g. convey 
‘resistance possibilities’. Only two actively discourage smoking. On the other 
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hand, only a small minority ever invite patients to smoke, The majority do 
not do this as a rule, One reports that some of her patients smoke her cigarettes, 
some occasionally, some habitually, and in any case is always prepared to 
provide cigarettes for those patients who forget to bring their own. 


3. SMOKING: INDICATIONS IN ABSENCE OF FIXED PRACTICE. Ifyou 
have no fixed practice, what indications do you follow: e.g. with (a) 
what types of case do you either smoke yourself or permit (invite) them 
to smoke; (b) what type of situation in any one case? 


4. SMOKING: BASIC PRINCIPLES OF FIXED PRACTICE. If you have a 
fixed practice on what general principle is it based? 


Many failed to answer these questions. Of those who did, a small majority 
refrain from smoking if the patient objects or is rendered anxious by it. One 
smokes less indiscriminately with women than with men and never with 
male paranoids, Two stated that they are guided by the principle of not inter- 
fering with the patient’s habits. Some permitters interfere if they feel the 
habit is becoming too successfully ‘defensive’. Several permit, encourage or 
invite where the action seems a sign of progress on the patient’s part or in 
acute anxiety. One mentioned the wealth of information which may be 
obtained from the details of a patient’s smoking habits and advances this fact 
as an argument against interference. 


If failure to answer questions is any criterion, the ‘test’ problem 
must have produced a certain amount of doubt in the minds of con- 
tributors. On the whole, the replies represent the same differences of 
view as were apparent in the answers to more general questions on 
the subject (Section A). They indicate, however, that the issue is not 
solely one of transference and counter-transference, nor of the indica- 
tions for reassurance. There is a third factor to be assessed, viz. the 
analyst’s views on the advisability of ‘abstinence’ in analysis. In the 
original Questionnaire this subject was approached via an inquiry 
about ‘Active’ Devices. The report on this follows immediately. 


C. ACTIVE THERAPY 


1. ACTIVE DEVICES. (To avoid lengthy definition, this may be taken in the 
‘Ferenczi’ sense.) 

_Preliminary. Apart from laying down the association rule do you 
give any general or specific recommendations re suspending personal 
habits (masturbation, etc.) before analysis commences? 

During analysis. Do you employ prohibitions, or positive injunctions: 
(1) Aimed at symptom habits, phobias, obsessions? (2) Aimed at psycho- 
sexual habits, masturbation, perversion, fetich, intercourse—(a) marital, 
(b) extra-marital, promiscuity? If practice varies, give indications for 
policy in different cases. 


Objection to preliminary interferences (apart from association rule) was 
unanimous. One analyst does not always recommend even free association. 
A few, at the outset, recommend that there should be no drastic changes in 
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occupation, etc., during the course of the analysis. The general tendency was 
also strongly against the use of ‘active’ devices during analysis, A minority 
use them occasionally when analysing symptomatic, sexual and social habits. 
Of those who use positive injunctions, one tends to enjoin exhibitionistic dis- 
plays. Another endeavours only to reinforce ideas the patient himself is already 
contemplating, but avoids supporting self-imposed restrictions of a masochistic 
nature. Those who make a practice of using prohibitions usually direct them 
at sexual or social habits rather than at symptom habits. 


These replies show very clearly that Ferenczi’s ‘active devices’ are 
fading out of technique in England. It would perhaps be more accurate 
to say that from the beginning there was considerable doubt as to 
applying them. Certainly, a great number of analysts refrained from 
doing so, and those who did apply them have now almost given them 
up. Nevertheless, the replies are not altogether satisfactory. The origi- 
nal stimulus (or possibly, the original justification) for Ferenczi’s 
work lay in the recommendation made by Freud that analysis should 
be carried out in a state of abstinence. It has to be remembered also 
that the number of self-imposed abstinences carried out by patients 
as a result of being in analysis is quite remarkable. It seemed desirable 
to investigate this cardinal problem of ‘abstinence’ more directly and 
a definition was asked for in the Supplementary Questionnaire. 


2. ABSTINENCE. What do you understand by the term ‘abstinence’? 


Such definitions as were obtained were very various. A majority, however, 
evidently uriderstood the term to imply deliberate abstention by the patient 
himself from Id-satisfaction (one stipulated ‘at the behest of the ego, not the 
super-ego’). To this majority then, abstinence means a state of self-imposed 
deliberate endurance of Id-tension by the patient. Quite a large minority, 
however, give definitions or illustrations implying deprivation by the analyst. 
To two, analytic abstinence is transference frustration. One definition ran, ‘a 
condition in which reassurance and libidinal gratification are sufficiently 
unobtainable to create a demand that stimulates the analytic work’. One is 
chary of ‘Don'ts’ and prefers ‘Do's’ but has sometimes suggested reduction 
in number of repetitions of obsessional performances during the analytic hour. 


‘The most that can be said of these replies is that they leave the issue 
yery much where it was. More painstaking inquiry into this matter of 
‘abstinence’ is indicated. A number of other factors should be taken 
into consideration. For instance, although it is evident that prohibitions 
are not now generally employed, it is always possible that the theoreti- 
cal views held by the analyst can amount in the long run to a form of 
prohibition. Should the analyst believe that no analysis is complete 
which does not go thoroughly into depressive and masochistic layers, 
and if it be a characteristic of depressive masochistic mechanisms that 
they induce a degree of self-inhibition, then emphasis on these views 
in analysis would in practice favour the development of a self-inhibiting 
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phase in the patient.* Similarly, if the analyst has hard and fast 
views on the pathological significance of manifest homosexuality and 
if he gives expression to these views, this is tantamount to saying to 
the patient ‘I shall not regard you as well (or, I shall not let you go) 
till you give up this practice and substitute heterosexual practice’, This 
could legitimately be called a “crypto-Ferenczi’ policy (see ‘The Rela- 
tion of Theory and Practice’, p. 559). The same possibility does not 
apply to symptoms that inflict suffering on the patient because by 
commion consent (conscious if not always unconscious) it is desired 
and desirable to get rid of them.+ 

* How continuously suggestion is at work during analysis and how great 
the need is for objective inquiry into the mode and degree of its operation 
were points raised by Melitta Schmideberg in her contribution to Discussion, 
February 16, 1938. See also her paper ‘After the Analysis’ (Psychoanal. 
Quart. (1958), 7, 155) for the interaction of suggestion and implied moralistic 


incomplete interpretation is for the patient a suitable displacement. By virtue 
of the fact that the analyst has given the interpretation, it can operate as an 
ego-syntonic displacement system (substitution-product, symptom)’. He 


CHAPTER VII 


TRANSFERENCE AND ROUTIN E (2) 


D. Appointments and Time-T, able 


1. LENGTH OF SESSIONS. Do you always keep strictly to the same length of 


session? 


The majority keep to the same length of session as a rule (inevitable minute 
variations), One ‘strictly to a second’, Others ‘not precisely’, ‘never more 
than five or ten minutes over’, ‘may prolong in crisis but only for a short 
time’, 


2. TIME-TABLE, Do you allow a gap in your time-table to permit of extending 
sessions? 


Only four allow such a ap, none of them more than ten minutes, 


3. REPEAT SESSIONS. Do you see patients again in the same day? If so, for 
long or short periods? 


A majority do not see patients twice in the same day unless for some reason 
a double daily session has been agreed to as routine. Nevertheless, many 
analysts have seen patients twice in serious emergencies, The deciding factor 
is evidently ‘urgency’, 


These are by no means to be regarded as banal problems, Precisely 
the same principles are involved as in the previous section. First, the 
significance of routine arrangements as instigators of transference 
phantasy (unconscious and pre-conscious) and as outlets for counter- 
transference reactions; second, the significance of what might be called 
‘reality-fringes’ of the analytic situation to the (pre-)conscious layers 
of the patient’s mind (time and money reactions are after all the chief 
reality situations by which the patient can test the analyst’s behaviour); 
third, the part played by unconscious and conscious reactions to these 
routine procedures during crises in the analysis. This last point touches 
again on the problem of reassurance as an auxiliary to or substitute for 
interpretation during crises. How far does the total analytic situation 
act as a current support to the patient, enabling him to renounce the 
more defeatist policy of regression and to endure a frequently painful 
reversal of his mental defences through interpretation ? Although the 
matter was not raised very much in these replies, there is, no doubt, 
complete agreement that routine and, in particular, time-routine is an 
extremely valuable stimulus for transference phantasy and that it 
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provides a constant opportunity for ventilating unconscious phantasy. 
Archaic phantasy attaches itself very readily to the immediate ‘circum- 
stances’ of analysis. Babyish reactions to time of a depressive or paranoid 
type are easy to detect and are much more intractable than hysterical 
outbursts on the same subject. Obsessional cases are superficially easy 
but deeply ambivalent about time. So much can be agreed. On the 
counter-transference side a great deal needs to be said. The fact that 
analytical routine can be read in terms of the analytic situation tends 
to make analysts gloss over the fact that many of their routines depend 
more on their own conyenience than on the patient’s needs. The 
analyst’s reaction to length of sessions, overlapping and repeat sessions 
obviously depends to some extent on the exigencies of his own practice. 
And these in turn often have a direct relation to his financial needs or 
values. Should these time and money factors be specially important, 
the analyst might unwittingly be tempted to rationalise them. And 
patients for their own reasons (need for love or preferential treatment or 
desire to ayoid resentment) are ready to accept such rationalisations. 
To put this another way: it would be interesting to know what. the 
general analytic policy about time would be if all analysts were 
financially independent and spread half the usual number of cases 
through their working day. With regard to relaxations of time rules, 
the reply that these depend on the ‘urgency’ of the situation is not 
entirely satisfactory. In the first place it depends on what use is made 
of the extra time, e.g. whether further interpretation is given or oppor- 
tunity for further working-through or more complete catharsis, or 
whether the relaxation is simply a human gesture that has a reassuri ng 
effect. In this connection it must be remembered that for many years 
analytic practices have in the main dealt with ambulant cases of 
psycho-neurosis. On the whole (and this applies to lay analysts in par- 
ticular), analysts have led in the past a cloistered professional life. 
Hence the tendency to stereotyping views on routine. The problem of 
time is naturally more acute for those who treat a number of genuine 
psychotics as well as psycho-neurotics, more especially if at the same 
time they have to meet the demands of a consulting practice. On the 
one hand, their time-tables are extremely congested, and do not allow 
much overlapping and on the other, psychotic cases, more than any 
other type, necessitate elasticity in handling. In arriving at guiding 
rules as to time routine it would be better in the first instance to exclude 
the factor of ‘urgency’. Finally, it would be interesting to consider 
how far strict time routines increase the danger of making the analytic 
situation an obsessional one. Where both patient and analyst are ob- 
sessional in type, this aspect of the analytic routine is unlikely to pro- 
yoke any comment on either side. It may, indeed, be a source of 
reassurance to both, On the other hand, it seems to be the custom to 
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interpret the patient's reactions to the analyst’s time-table only when 
these are of a negative type, and to deny that they have any reality 
value. 


E. FEES 


1. PAYMENT FOR NON-ATTENDANCE. Do you have a standard rule re 
payment for non-attendance? Do you keep to it? 


A large majority have a standard rule of demanding payment for non-atten- 
dance but only about half adhere to it. There is a general tendency to remit or 
reduce when absence is due to illness or other ‘real’ cause. 


2. RAISING FEES. Do you ever raise fees during analysis? If so, when? 
Only one-third of those who answered had raised fees during the course of 
analysis. There seemed to be general agreement that this should be done if a 
patient who is being treated at reduced terms becomes able to pay more or 
is found to have understated his resources. One stated that he not only 
believes in this on principle but has in fact found it helpful in practice. 


3. EXTRA-MURAL CONTACT. Do you accept presents from patients? If so, 
on what system? 

No one accepts large presents or money offerings. In some cases acceptance 
was said to be conditioned by the patient’s means, but these conditions vary. 
It has been noted that some patients who cannot afford full fees are more 
inclined to offer small gifts. Acceptance is more often determined by reference 
to the analytic situation, e.g. where giving is a sign of progress, where 
snubbing is undesirable, etc. The majority evidently do not receive gifts 
gladly; there is a marked tendency to analyse the motives of giving with a 
view to curbing gifts. There emerged an interesting difference of opinion re 
the significance of gifts. One analyst thinks gifts a sign of counter-transference. 
Another thinks ‘few gifts’ a sign of a defect in the analyst. Apart from some 
reports of ‘few gifts’ there is no other information about the ‘giving’ reactions 
of special types of case. 


This is a section which might have been expanded with considerable 
advantage. Useful questions would have been: do you reduce fees, if 
so, under what conditions ? do you allow fees to run on credit? do you 
accept payments in advance? Apart from hospital practice, do you 
analyse patients gratis? If a patient becomes insolvent do you continue 
the analysis in private without fee or do you transfer the case for clinic 
treatment? Or again: do you lend money to patients; if so, under 
what circumstances ? Are the amountslarge or small ? Asit is, the replies 
bring out the fact that in the matter of fees there is much more general 
hesitation to apply rules strictly than there is in the case of time 
arrangements. This hesitation is probably due in part to more acute 
conflicts aroused in the analyst by money than by time. The replies 
to the question on ‘gifts’ are even more interesting in this respect. It 
seems that analysts can take a more definite stand for or against 
‘reassurance’ so long as these problems are discussed solely in terms 


520 TECHNIQUE OF PSYCHO-ANALYSIS 


of verbal interpretation and verbal reassurance. Some of those who 
were against verbal reassurance were, nevertheless, not against accep- 
ting small gifts, i.e. they were prepared to make concessions when the 
issue became more direct and personal. But it can be argued that if 
one accepts small gifts in order not to appear inhuman the effect is not 
simply due to the avoidance of snubbing: it is reassuring to the patient. 
But if reassurance is justified at one point what are the proper or 
expedient limits of the process? Incidentally, it is worthy of note that 
answers to these questions of detail were much less free and volu- 
minous than when the issue appeared to touch more obviously on 
technical principles. 


F. SOCIAL AND FAMILY CONTACT 


1. SIGNIFICANCE OF SOCIAL CONTACT. Is the significance of social 
contact in analysis of secondary importance? 

Some confusion arose here between the social contact inseparable from 
analysis and extra-analytical contact. There seemed to be a general feeling 
against extra-analytical contact during the course of analysis, chiefly on 
account of possible ‘transference’ complications (on both sides). The impor- 
tance of such contact derives chiefly from transference effects. Two analysts, 
however, incline to regard contact as of secondary importance provided its 
effects are adequately analysed. 


2. BEGINNING AND END OF SESSIONS. Do you shake hands before and 
after? Do you use small talk? Do you permit small talk? Do you lend 
books, etc.? 

Hand-shaking practice appeared to vary. One-third regularly shake hands 
before and after, one-third definitely do not. The remainder have no fixed 
rule but vary in accordance with the type of patient. 

Similar variation exists in regard to small talk. One-half use it occasionally 
but do not as a rule initiate it. One-quarter do not use and discourage it. The 
remainder vary. No one refuses to allow it but a few discourage it rather 
pointedly. There is a general tendency to analyse small talk subsequently. 


Two-thirds lend books sometimes or would do so if asked. One-third do not 
do so. 


3. EXTRA-MURAL CONTACT. Do you meet your patients socially? Do you 
avoid meeting patients socially? If so, why? 

All tend to avoid meeting patients socially, though one analyst suggested 

that it might be useful in some psychoses, The reasons given related to possible 


transference and counter-transference complications. One succinctly replied 
“Because it is a nuisance to both parties’. 


The investigation of procedure regarding social contact was inter- 
esting for a special reason, namely, that in a number of instances it is 
possible to ‘control’ the responses of the analyst. Under existing condi- 
tions of training candidates, it is sooner or later inevitable that the 
training analyst should make a degree of social contact with his analy- 
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sand. This is at first limited to a professional form (lectures, seminars), 
but later some degree of ordinary social contact can only very rarely be 
avoided. Since, however, a didactic analysis does not differ from a 
therapeutic analysis except in so far as it is supposed to be deeper and 
more thorough, we may presume that some analyses can be carried to 
an unusually satisfactory conclusion under conditions which are fairly 
generally avoided in ordinary practice. Indeed it is sometimes held 
that the unusual stimulations arenot to be regretted because, happening 
in the later stages of training analysis, they provide extra tests which 
the candidates ought to be able to stand. But this is to concede some 
advantage, albeit under special circumstances, to the ‘reality-fringes’ 
of analytic contact and to some doses of ‘extra-mural’ contact. These 
advantages can only be: giving special opportunities for transference 
interpretation (i.e. a mild kind of ‘active therapy’), or transference 
opportunities plus reassurance, or reassurance irrespective of its trans- 
ference interpretation. 

Despite all these considerations, one should not lose sight of the fact 
that problems about time, fees, or social contact are not just professional 
matters involving interpretation, and/or reassurance or stimulating 
transference and counter-transference. The analyst, like any other 
professional person, is entitled to secure as much privacy as the exi- 
gencies of his practice will allow. Psycho-analysis is not.a very well- 
paid specialty; it is an exacting profession and takes up a good deal of 
time. The amount of psychic contact made with a small number of 
cases is infinitely greater than in any other branch of medical science. 
And as one of the contributors justly suggested, extra-mural contact 
may be a nuisance to both parties. On the other hand, very few medical 
practitioners have such regular time-tables as analysts have, are so free 
from night or week-end calls or can take such lengthy holidays. In 
ordinary general practice ‘urgency calls’ have priority over routine 
treatments. ‘Repeat visits’ depend on the state of the patient and not 
on transference rules. In short, although the work in most branches 
of medicine is easier and less continuously exacting, there is greater 
obligation to pay immediate attention to ups and downs in the patient’s 
condition. It so happens that a conyentional analytic practice, dealing 
mostly with plain-sailing neuroses, inhibitions, perversions, and charac- 
ter difficulties, can be run according to traditional analytic rules. But 
the fact that it can be run in this way is in itself no sanctification of the 
rules. Rules must be justified by a sound combination of accurate 
theory and good empirical observation (see also Psychoses, p. 556). 


4, SOCIAL CONTACT AFTER ANALYSIS. Do you desire to have any social 
contact with the patient after the completion of the analysis? 


A fair number replied that they sometimes wish for after-contact, or would 
permit it if the wish were mutual. Several mention that it seldom actually 
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occurs. Others replied ‘No’, or ‘Hardly at all’. One would make no attempt 
to avoid it if it occurred naturally. One reported it as having occurred without 
disadvantage. One or two seemed to be ambivalent or indifferent about the 
matter. Another urged the application of ordinary reality criteria. 


5. FAMILY CONTACT: INTERVIEWS. Do you interview members of family 
(a) with, or (b) without, the patient's knowledge? 
All see members of the family, most unwillingly, and at the patient’s 
request. With few exceptions (severe psychoses, children) interviews are 
arranged with the knowledge of the patient. 


6. FAMILY CONTACT: ANALYSIS. Do you favour analysing two or more 
members of the same family (at same or different times)? 


The answers revealed a clear majority against analysing members of the 
same family, at any rate at the same time. A minority would analyse them 
at different times, although some of these say definitely ‘not husband and 
wife’. Three, however, replied unequivocally ‘yes’, and one of these stated 
she had found it practicable to analyse a hushand and wife. Another who has 
tried this says it has some advantages but the disadvantages are infinitely 
greater. 


7. ANALYSIS OF FRIENDS. Do you analyse patients who have emotional 
ties (friendships, etc.) to yourself, friends or family? Or who are 
related to or friendly with individuals in any way dependent on you? 
On these matters have you any guiding principle? 

Over two-thirds avoid analysing friends unless there is some extremely 
cogent reality reason for doing so. A very small minority are not convinced 
that analysis under such conditions is so unfavourable as is usually taken for 
granted. Some of these report successes with analysands on the fringe of 
acquaintance, 


The fact that there is little divergence of views on this group of 
questions stimulates some interesting reflections. The questions are 
complementary to those on social contact. Whereas in the latter case the 
point was whether such contacts might promote or retard progress in 
difficult phases, the issue of family contacts is concerned solely with 
conditions likely to retard progress or make analysis more difficult as a 
whole. The transference points involved are comparatively simple, e.g. 
the stimulation of such phantasies as ‘conspiring with the parents’ and 
‘jealousy triangles’. In the case of analysing husbands, wives, friends, 
although the conspiracy idea is phantastic, the jealousy reaction is to 
some extent justified. And obviously where situations of unfaithfulness 
existed or where divorce problems suddenly arose, the difficulties of 
analysing both husband and wife would be insuperable. The consensus 
of opinion in fayour of avoiding such conditions raises the following 
question: if it is proper to avoid contacts which increase obstructive 
transference phantasies or realities, are there any varieties of contact 
which would promote the smooth working of analysis? The question 
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of analysing persons who are friendly with individuals dependent onthe 
analyst did not produce any helpful opinions. It should have been put 
more clearly. Training analyses show that when the analysand feels 
dependent professionally on the opinion formed by the training analyst 
as to his vocational qualifications, violent and ambivalent transference 
phantasies are aroused. The situation sometimes promotes a spurious 
amelioration of symptoms. Even when this factor of indirect economic 
pressure is absent, the situation may lead to a slightly spurious, over- 
enthusiastic advocacy of the scientific views of the training analyst. 
Similarly, when individuals in any way (emotionally or economically) 
dependent on the analyst make a point of press-ganging their friends 
to be analysed by him (and this is a fairly common practice of ex- 
analysands who finish their analysis in a state of concealed negative 
transference), the situation may well give rise to a spurious ‘readiness 
to get well’, 


CHAPTER VIII 


TRANSFERENCE AND ROUTINE (3) 


G. Sex of Analyst 


1. SIGNIFICANCE OF SEX OF ANALYST. What significance do you attach 
to the sex of the analyst? 


A majority replied “None’, ‘Not much’, ‘Anybody ought to be able to 
analyse any case’, etc. A respectable minority, however, said ‘some’, and 
several of these feel that the matter is one for research. 


2, SEX PREFERENCE AND CLINICAL TYPES. In what cases would you 
prefer to recommend a male or female analyst? 


About half of those who answered incline to send homosexual patients 
(excluding those in whom definite symptoms of paranoia are present) to 
analysts of the same sex. The other half incline to recommend sending 
a patient to an analyst of same sex inasmuch as the latter represents the less 
dreaded parent. The initial stages of analysis are rendered easier in this way, 
especially where anxiety and animosity are very pronounced. One analyst 
doubts if a woman ever works through the deepest anxieties connected with 
her mother with a male analyst. Another maintains that a woman analyst 
might be best for both sexes on account of the primary importance of the 


mother, z 


3. CHANGING ANALYSTS. Do you favour changing analysts for thera- 
peutic purposes or changing to analyst of opposite sex? 

The majority do not favour changing analysts as a rule. They might under 
exceptional circumstances, e.g. complete standstill in analysis, or technical 
blunders (especially transference mistakes). One or two have ‘no opinion’ or 
are ‘uncertain’ and a few consider it possible that some cases might benefit. 


An element of inconsistency can be detected in these answers. If the 
sex of the analyst is of no importance why take it into account in cases 
of manifest homosexuality? Alternatively, if one takes it into account 
in cases of manifest homosexuality, why not also with clinical types in 
which massive disturbances of unconscious homosexuality can be 
presumed ? 

A most interesting suggestion is made by two contributors: that 
perhaps no thorough analysis can be made by a male analyst because 
of the primary importance of the mother in both sexes. This is possibly 
a reverberation from earlier clashes on the subject of unconscious 
sexual development, e.g. that a male analyst’s views on female develop- 
ment are suspect, and vice versa. But the conviction has deeper roots 
and involves a number of interesting possibilities. In the first place, it 
implies a certain scepticism as to the validity of transference pheno- 
mena. For if transference is mainly a phenomenon of displacement and 
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projection and if there is little need to admit to the patient the reality 
aspects of transference, then clearly the sex-personality of the analyst 
would ayail little. Actually there is abundant clinical evidence that 
‘mother’ situations are worked through in relation to male analysts 
and ‘father’ réles assigned to women, as the patient’s unconscious 
position demands. Further, if ‘mother’ feelings are not capable of 
being adequately or completely switched to father or brother figures in 
the course of infantile development, it would follow that ‘father’ 
feelings would vary in importance with the actual réle played by the 
father in infancy, i.e. with the time, nature, and constancy of his 
appearance in early life. Here again, there is abundant evidence from 
actual analyses that the absence of the father may be of greater uncon- 
scious significance than the presence of the mother. Further, if the sex 
of the analyst were of major importance in the analysis of all cases 
where the symptoms could be related to early conflict over the mother- 
relation, it would follow that for all patients whose fixatives and symp- 
toms lie in later infancy, that is to say, at a time when the father 
imago has, for whateyer reasons, acquired preponderating importance, 
either as a loved or hated object, a male analyst would be essential for 
the greater part, if not indeed, throughout the analysis. According to 
this argument it would be positively unprofessional for women anal- 
lysts to analyse the Oedipus complex in women patients! In short, the 
Suggestion would appear to be subjectively determined rather than 
based on evidence. And it is interesting to note that the analysts who 
brought it forward (thereby running counter to the concepts of trans- 
ference and displacement) were amongst the most insistent on the 
importance of transference analysis. Perhaps the most interesting 
point arising from the suggestion is that beliefs of this sort involve a 
tacit approval of ‘active’ devices, e.g. that, to work through difficulties 
connected with the ‘mother’, the patient should be analysed by a 
‘real’ woman. And, here again, it is to be noted that the sponsors of 
the suggestion were not only against the adoption of ‘active’ devices, 
but were strongly in favour of endopsychic as distinct from enyiron- 
mental factors in psycho-genesis. 

Further, the suggestion that because of their sex women analysts 
are better than men analysts implies that reliving the pre-genital 
Oedipus situation is as important as, if not indeed more important than, 
interpretation of it. And this in turn implies that modification of the 
severe maternal super-ego is achieved through the reassurance of 
reliving the situation. This would be a form of reassurance radically 
different from the policies of temporary reassurance previously dis- 
cussed. And it would imply that it is desirable to reinforce the homo- 
sexual attitude of women patients and the child-like attitudes of men 
patients. But this would be a tacit encouragement of regression which 
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logically would involve a transfer of the patient to a male (father or 
brother) analyst in order to encourage progression. 

The whole subject bristles with unresolved professional and emo- 
tional problems. It was suggested earlier (see p. 274) that perhaps 
differences in the form, timing, and quantity of interpretation might 
have some relation to the sex of the analyst. But the suggestion was 
qualified to the effect that the decisive factor is not specifically sexual 
but concerned with counter-transference in general, In unofficial dis- 
cussion the idea has sometimes been mooted that women make better 
analysts than men because mothers are more in contact with children 
than fathers. But this is to ignore rather pointedly the significance of 
the bisexual constitution, and is based in the long run on a ‘mother 
idealisation’. Besides, the argument is two-edged and might have 
awkward repercussions. * 

The question of changing to an analyst of different sex raises a yery 
similar problem. It would seem that, as analysis spreads, occasions of 
changing analysts become more frequent. The issue also touches on the 
validity of ‘active’ transference instigation. There is no doubt that the 
order of presentation of psychic material is frequently (if not invariably) 
affected by the sex of the analyst, at least in the opening phases of 
treatment. But beyond that, and confirming the view that transference 
is not limited by conditions of sex differentiation, there appears to be 
little agreement and the answers throw no light on how and under what 
circumstances advantage can be taken of these facts. Experiences gained 
by consulting-analysts might throw some more light on these problems. 
The mere fact that analytical consultants before recommending 
any particular analyst are ready to take into account the patient’s 
conscious predilections is of some significance. It seems probable that 
some types of personality, manner, and analytic method are more 
suitable for some cases than for others. And there is no reason to suppose 
that as analysis develops, a considerable degree of specialisation will not 
occur. Already most analysts are ready to admit in private that they are 
better with some types of case than with others, 


* See footnote to a paper by Freud on ‘Female Sexuality’ (Int. J. Psycho- 
anal. (1932), 13, 285): ‘It is to be anticipated that not only male analysts with 
feminist sympathies, but our women analysts also, will disagree with what I 
have said here. They will hardly fail to object that such notions have their 
origin in the man’s “masculinity complex”, and are meant to justify theor- 
etically his innate propensity to disparage and suppress women. But this sort 
of psycho-analytic argument reminds us here, as it so often does, of Dosto- 
jewski’s famous “stick with two ends”, The opponents of those who reason 
thus will for their part think it quite comprehensible that members of the 
female sex should refuse to accept a notion that appears to gainsay their 


eagerly coveted equality with men, The polemical use of analysis obviously 
leads to no decision.” 


CHAPTER IX 
TERMINATION 


1, CRITERIA FOR TERMINATION. What are your criteria (a) Sympto- 
matic, (b) psycho-sexual, (c) social? Are your criteria mostly intuitive? 
It is significant that one-third of the contributors failed to answer this 
question. All who replied stated that they use all three; symptomatic, psycho- 
sexual, and social criteria. But a majority appeared to think most highly of 
symptomatic criteria (partly on account of their practical importance), A few, 
however, pay special attention to psycho-sexual criteria and consider these 
more reliable than symptomatic. Those who stress the value of social criteria 
insist that these should include capacity for positive gratification as well as 
freedom from inhibition. One analyst takes care to ‘test the weak places’ 
before the end. Another stressed the development of adequate self-feeling, i.e. 
friendliness towards the self, coupled with capacity for enduring frustration. 
A majority admitted that their criteria are essentially intuitive. Their 
summated experience of the patient gives rise to a feeling, or impression, that 
the ‘end’ is approaching. A few, however, emphasise that they always test 
these intuitions intelligently as thoroughly as they are able. 


In this section, as in the section on counter-transference, the replies 
evidenced very considerable diffidence. This was manifested, not simply 
in the high percentage of contributors omitting to reply, but in a 
qualifying attitude on the subject of intuition. It would almost appear as 
if the use of systematic criteria were a source of guilt, as if only intui- 
tive criteria were free from suspicion. This reintroduces the bugbear 
of unconscious and pre-conscious assessments of, and reactions to, the 
patient. Intuitions spring from both Ucs and Pes systems of the mind. 
Unconscious intuitions in analysis no doubt vary as does the capacity 
to arrive at pre-conscious intuitions. Analysts unaccustomed to mar- 
shalling their observations in logical perspective probably find any 
effort to do so consciously irksome, and so may be inclined to suspect 
it of being unorthodox and artificial. There is no objection to intuitions 
(‘hunches’) provided they are corrected to a possible 50 per cent. error; 
nor is there any objection to the conscious correlation of data provided 
it does not cover some unconscious ‘blind-spot’. Subjective factors must 
inevitably determine whether individual analysts tend to place greater 
reliance on intuition or intellectual assessment. The important thing is 
that they should learn by experience the extent to which they can 
trust their preferred method and devise suitable checks on their 


conclusions. 


2, TRIAL TRIPS. Do you frequently recommend a ‘trial trip’? 

Two-thirds of the answers were on the whole against ‘trial trips’ and one- 
third in favour. One analyst always makes the first two or three weeks pro- 
bationary, while another only recommends probation as a last resort. 
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3. DISCUSSION OF LENGTH WITH PATIENT. Do you discuss the possible 
length of analysis during the first interview (transferred cases only) ? 
Opinions seemed to he fairly equally divided between such answers as 
“Yes, stress long time required’, and ‘No, not if I can avoid it’, or “Only if 
asked by patient’. 


4. LENGTH OF ANALYSIS. How long do you think an analysis ought to last? 
Have you an average period for all cases? In this matter do you 
differentiate between (a) anxiety, (b) obsessional, (c) characterological, 
(d) psychotic, (e) normal cases? 

Two-thirds only answered this question. Most preferred not to be specific 
about duration. The average of the few figures given is about three-and-a 
half years. One said she ‘hopes for two years’. Five years is the maximum 
mentioned, though it is known that seven years has occurred.* One holds 
that time factors should be definitely excluded. Another, after years of 
experience, has never yet analysed a case to a finish but hopes to do so some 
day. 

There were even fewer answers to the question on differentiation, but 
these tended to follow a clinical grouping, i.e, character cases take longest, 
then psychotics, then obsessionals, while anxiety cases are ordinarily quicker 
than any of these. There were some striking individual exceptions to this 
grouping, Thus one analyst finds obsessionals take longest, and another 
anxiety cases (true anxiety cases, not larval psychotics). One replied that he 
could make no such differentiation. Another that it is much to be desired, but 
we are still too ignorant to make it. 


Here again there is a good deal of diffidence and uncertainty. The 
answers are cautious and to some extent play for safety. No doubt 
questions of orthodoxy are partly responsible for this. For some time 
past the idea of comparatively short analyses (eighteen months to two 
years) has been rather suspect. And the three and a half years average 
is probably more a ‘safe estimate’ than an actual average. This is borne 
out by observations made in clinic practice. The statistics published by 
Ernest Jones in the Decennial Report (May 1926-May 1936) of the 
London Clinic of Psycho-analysis show that 54: patients received treat- 
ment for approximately one year, 25 for two years, 10 for three years, 
and only 4: for four years. Amongst cases rated as ‘hysteria’ (anxiety, 
conversion, or character types) 12 gave good results with: one-and-a- 
half to two years’ treatment and one with four years, while another 
12 gave somewhat less satisfactory results in a little over a year. These 
numbers are admittedly too small to serve as a basis for rigid conclu- 
sions but they do indicate that certain types of hysterical disorder can 
be satisfactorily treated in one and a half to two years.+ On the other 

* This seems now to be an incorrect estimate: an increasing number of cases 
are reported in which analysis exceeds seven years. 

t It is to be noted, however, that Jones excluded from his statistical report 
all cases receiving less than 100 sessions, that is to say, up to five months’ 
treatment, And this excludes consideration of the possibility of permanent 
analytic improvement of anxiety cases within four to five months. 
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hand, in the group of obsessional neuroses (17 in all), only 3 gave 
first-class results, the average length of treatment being between 
three-and-a-half and four years, in one instance well over four years, 
This tends to confirm the general impression that obsessional neurotics 
are more refractory to treatment than hysterics and also suggests that 
the average optimum length of treatment probably does vary with 
clinical types, which is, after all, a highly reasonable assumption. 
Complementary to the adverse opinions on yery short analyses, 
exists a reluctance to admit very long ones which is possibly due to 
a factor of guilt. Analysts no doubt feel that lengthy analyses reflect 
on their technique. There is an element of truth on both sides. From 
the point of view of etiology it is almost certain that variations in the 
length of analysis are justified. Tt would seem reasonable to suppose 
that easy cases should not take as long as difficult ones and that late 
fixations are more quickly reducible than early ones unless, of course, 
one takes the view that no symptom or fixation can really be dealt with 
effectively until the whole mental structure has been rendered plastic. 
Sometimes that appears to be the case.* An apparently simple phobia 
(mono-symptomatic and mono-phasic) may prove to be extremely re- 
fractory and may not resolve until after some years of analysis. This 
does not necessarily imply that the whole psyche must be altered 
before improvement takes place, though it does imply that monosymp- 
tomatic constructions are usually ‘covers’? and that deeper psycho- 
genic foci behind the symptom must first be removed. But phobias of 
this kind are exceptional. The common types show quick preliminary 
improvement (three-six months), then regress slightly for a further 
six months and clear upslowly and gradually after this, with occasionally 
a few symptomatic flings when it is suggested that the analysis should 
terminate. In such instances it seems extreme (almost an obsessional 
counsel of perfection) to insist that the whole mental structure must 
be overhauled. It should not be forgotten that psycho-analysis, although 
the mother science of the new psychology, is clinically a branch of 
_ medical therapeutics. Lay analysts, in particular, would do well to 
familiarise themselves with the professional perspectives which govern 
not only diagnosis but therapy in general medicine. In the first place, 
the organic physician neither feels disposed to nor is called on to 
apologise for any length of treatment that he may deém necessary. 
And he embarks on such treatment without any preliminary guaran- 
tees to patients or their friends that he will bring about cures, 
The whole subject requires much more inyestigation. Clearer 


* On this point the clinic statistics are not of much help. The limit of four 
years is frequently overstepped in private practice particularly in the treat- 
ment of chronic cases. Periods of seven-year analysis are not uncommon and 
in outstanding cases periods of ten years or over are not unknown. 
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assessment of the optimum length of treatment in different types of 
case is desirable. This is particularly true of the psychoses and hysterias 
respectively, It would appear that some psychotic types, if they do im- 
prove, may do so more rapidly than some hysterics. The exact signific- 
ance of age factors has not been determined. And the whole technique of 
‘following up’ cases has not been decided. Many analysts appear not 
to trouble about after-histories and, in any case, there are as yet no exact 
criteria by which one can assess the lasting nature of results. Unless one 
assumes that an individual once analysed ought never at any time 
subsequently to have a mental breakdown, it is necessary to establish 
standards of cure applicable to the conditions under which each case 
was originally analysed. 


5. SETTING A TERM, Do you set a terminal period? If so, does it vary with 
each case? 
Lf you set a period do you stick to this decision? Do you favour dis- 
continuous analysis as a terminal device? 
Do you favour discontinuous analysis as a general policy, e.g. after 
the reduction of superficial symptom constructions? 


One-third sometimes set a terminal period. A few set provisional periods. 
Others set periods by agreement with the patient. 'There appeared to be a 
general tendency not to adhere strictly to periods when set. 

One-third favour discontinuous analysis, one very definitely. The majority 
are against it whether as a terminal device or as a general policy. 


Two distinct issues are involved here. The more general problem 
of ‘setting a term’ was dragged out of its original context by the con- 
troversy over ‘active’ devices. Setting a period to analysis and keeping 
to it were suggested by Ferenczi as procedures calculated to force un- 
conscious material into consciousness. In view of the general feeling 
against ‘active’ devices (see p. 515) it may be assumed that this 
‘forcing’ aspect of term-setting is no longer important. * But the policy 
of setting a term as such still requires discussion. Elsewhere I have 
pointed out that the analyst who takes the responsibility of beginning 
a patient’s analysis should take the responsibility of saying when it 
should stop (see pp. 140, 164). It is clear that a number of circum- 
stances arising in the average analytic practice may permit some 
evasion of this issue (arbitrary limitations of time, opportunity, money, 
etc.). Moreover, just as some patients by one means or another see to 
it that their analysis comes to an end (usually when they have lost or 
„are in process of losing their primary symptoms), so itis possible for 
the analyst to leave it to the patient to terminate the analysis at any 
time after the symptoms originally complained of haye disintegrated. 

* Freud found ‘setting a term’ was the only legitimate method of shorten- 


ing analysis (Analysis—Terminable and Interminable, Int. J. Psycho-anal 
(1937), 18, 573.) 
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Incidentally, it would be interesting to know how many analysts bring 
indirect pressure on the patient to stop, e.g. by raising the issue on 
various occasions. However this may be, it seems likely that the real 
cause of uncertainty as to setting a term lies in doubt about the criteria 
of cure. Lack of sound judgement on these matters is almost certain to 
lead to mistakes in setting a term. 


In Discussion (October 18, 1933) of these results, it was suggested that an 
analysis can only be said to be complete in proportion as understanding of the 
patient is complete. A character trait, for instance, must be traced to the 
primary infantile situation in relation to which it developed. Another speaker 
considered the patient’s general attitude a more useful criterion than symp- 
toms; symptoms sometimes disappear after the conclusion of analysis. Another 
test is the ease and speed with which anxiety is overcome when it is aroused. 
One speaker issued a warning against ‘personal’ criteria, i.e. judging the 
patient by the analyst’s predilection for any particular outcome, e.g. complete 
attainment of the genital stage of development. The only important thing is 
that patients should be enabled to react to their early situations differently, 
i.e, cope with them better, but not necessarily in a way that the analyst 
privately considers most satisfactory. One analyst feels content to leave off in 
proportion as the early situations have been repeated during analysis and 
their massive anxieties worked through. Reference was also made to the 
dream criteria mentioned by Abraham, 


6. SYMPOSIUM: CRITERIA OF SUCCESS IN TREATMENT. On March 
5, 1956, the British Society held a Symposium on ‘Criteria of Success in 
Treatment’, opened by Jones, Sharpe, Brierley and Glover. Summaries of 
their papers follow. 

Jones began by drawing a distinction between ‘therapeutic’ and ‘analytic’ 
results, a distinction that “approximates to the comparison between the 
patient’s estimate of the success achieved and the analyst’s.’ ‘On the purely 
therapeutic side I would attach the main importance to the patient’s subjec- 
tive sense of strength, confidence and well-being. By well-being I mean, of 
course, the potential capacity for enjoyment and happiness, since the actual 
amount of happiness obtainable will not depend on internal factors only. This 
subjective sense signifies that more energy is at the disposal of the ego than 
was previously, while there is correspondingly less cathexis of Id and super- 
ego “positions” independent of ego-control. The ego has expanded at the 
expense of the Id and super-ego, The energy of the Id is discharged towards 
the outer world via the ego and independently of it.’ 

++ one may be misled by mere external activity and capacity. Is this 
sheer achievement alone or, on the other hand, an expression of a freely 
functioning personality which is pouring positive feeling into the activities in 


question?’ 
“The free flow of positive feeling through the ego is the counterpart of the 
diminution of anxiety . . . previously unconscious affects are now allowed to 


flow into consciousness instead of provoking anxiety. As we well know, the 
most accurate test of this is the patient’s reaction in the presence of suitable 
frustrations or abstinences. Mental health and the capacity for continence go 
together.’ 

“If one cannot love then life loses most of its meaning. Here again we have 
to distinguish between apparent and real capacity. If the patient has developed 
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this potential capacity he is likely to be free and in control of himself in other 
respects also, It means, further, that he must have dealt satisfactorily with 
the evil and aggressive sides of his nature.’ 

f . . . removing symptoms is far from being the best test of therapeutic suc- 
cess. . . . What really matters is not so much the presence or absence of 
symptoms as the nature of them when present and the amount of physical 
significance attaching to them . . . symptoms—at least those of minor import 
—are often harmless outlets, almost safety-valves. Symptoms which divert 
large quantities of energy or bind severe anxiety are grave and failure to 
remove them is serious.’ Thus, with symptoms ‘where the feature of depend- 
ence is prominent, such as drug manias or alcoholism . . . so long as anything 
at all is left of the original propensity . . . the tendency to relapse . . . is to 
be seriously reckoned with.’ ‘ . . . the main symptom for which the patient 
originally consulted the analyst . . . has mostly been the last symptom to 
disappear.’ It is a ‘test case of the fight between the resistance and the analy- 
sis.” 

What are the most trustworthy criteria of analytical success? One of un- 
deniable weight laid down by Freud was that the amnesia of the third and 
fourth years should be removed and the events of most traumatic importance 
in those years be brought into relation with the subsequent neurosis. . . . 
‘But analytical success goes beyond the pathological field altogether. It be- 
tokens an understanding . . . of the developmental lines of all the subject's 
main interests in life . . . so that ultimately one can see his whole life as a 
gradual unfolding of a relatively few primary sources of interest.’ 

“Analytical success betokens the highest degree of the favourable results I 
have described . . . when speaking of the therapeutic criteria . . . how then 
can one hesitate from postulating the quite simple ideal of complete analysis 
in every case? The analyst’s wishes are not the only factors. Other factors are 
the patient’s strength of motive, his ego-capacity, the quality and adequacy of 
his defences, together with a number of reality considerations, In general, one 
aims at carrying the analysis as far as one can. . . . There are, however, cases 
where a quite satisfactory working capacity has been achieved, where the 
patient is adequately adjusted to what remains to him of life, and where the 
attempt to disturb and modify the deepest defences would be tantamount 
to a severe cost for the sake of a somewhat doubtful idealism. . . . Analytic 
work should teach us to value balanced judgement above any fanaticism.’ 

Sharpe confined herself to criteria of cure in adults with “specifically unto- 
ward’ early environment. No isolated criterion of normality can be made the 
objective of analysis, e.g. the ideal of full sexual potency is attainable in a 
percentage of cases only. The criteria of cure have to be made in terms of the 
psychic plasticity which is actually possible for each case. Again, to make the 
goal of analytic endeavour the analysis of a stronghold against depression, in 
cases which are not clinically manic-depressive ‘may be such an “ideal”, In 
the cases to which I specifically refer the analysis reveals situations in which 
the patient reacts not alone in phantasy terms nor as the incorporated ideal, 
good or bad, dictates, but according to specific environmental situations 
which were real enough and which evoked and reinforced primitive phantasy 
life. . . . The psyche has known no other possibility than the response that 
it has made to a specific environment and specific people. Our task is to make a 
more propitious outcome possible, if we can, in a transference environment, 
that is not repeating the past.’ One cannot hope to obliterate the past as if it 
had never been. But the transference provides the chance of dramatising the 

old situations and thereby of loosening the hitherto stereotyped methods of 
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dealing with all impulses originally associated with them. The attainment of 
psychic plasticity may, however, be limited, e.g. ‘a born musician can do 
nothing else.’ Criteria of success may be enumerated as follows (due to expan- 
sion of ego and mitigation of super-ego severity): 

(a) Doing something seriously instead of playing at it. ‘This may entail the 
removal of actual psycho-physical inhibitions such as vision or hearing 
defects.’ 

(b) Ability to carry through and complete work. Also to work with more 
pleasure and less irrational sense of duty. 

(c) Modification of guilt regarding homosexuality will result in more 
stabilised friendship supplying a channel for libidinal satisfaction, 

(d) Increase of social contact and interests. 

(e) Socialised discharge of aggression, mental, and physical. 

(f) Capacity for enjoying the society of the other sex, whether full hetero- 
sexuality attained or not. 

(g) Self-understanding gained through analysis should suffice to carry the 
patient through subsequent psychic stresses. There is no ‘cure once for all’ 
but ‘danger signals and the course to take can be a matter of knowledge,’ 

Brierley limited herself to two points, the comparative reliability of criteria 
and the relativity of success, The process of cure is essentially dynamic. 
Success is the result of the mobilisation and redistribution of energies in the 
psyche and the vital factor in this is the freeing of affects and the resolution 
of anxieties. . . . Ego-expansion and improved reality adaptation, that is, a 
relatively greater discharge of energy through the ego coupled with increased 
tolerance of frustration and diminution of super-ego and symptom charges 
are more important than the total disappearance of symptoms. The amount of 
reliving in transference is as important as the amount remembered, 

Psycho-sexual are more important than symptom criteria, because (a) 
erotic gratification whether direct or sublimated makes life most worth living, 
and (b) adequate freeing of erotism implies adequate solution of aggressive 
problems. The general balance in the psyche is more significant than the 
ability to procure complete sensual gratification. The adaptation value of 
sensual potency varies with the individual. 

The essential ‘economic’ changes in the psyche have to be inferred from 
change in mental attitude, feeling and behaviour. ‘The ease and rapidity 
with which emotional crises can be surmounted is a better test than their non- 
occurrence. There is no foot-rule which can be applied to all cases alike, It is a 
matter of estimating whether enough has been done to permit satisfactory 
continued development on individual lines. In assessing ‘economic’ change 
all the recognised criteria may be employed. In considering the ground 
covered in analysis the connection of phantasies with infantile reality is im- 
portant. Further, if the major infantile affects have been transferred to the 
analyst and have been adequately analysed, the patient should become 
willing to leave off. Conclusion by mutual consent has the best prognosis. A 
recapitulation of anxieties following a provisional agreement to stop, say, in 
three months, is favourable. It represents the patient’s own ‘checking-up’, 

Sometimes both internal and external factors limit the degree of thera- 
peutic success which can be hoped for. In some cases partial analysis may give 
better practical results than theoretically more complete treatment. Patients 
who get some gratification out of the process of analysis, as distinct from the 


“results achieved by it, usually do well. The kind of gratification varies, but 


where the process is a suitable outlet for some strong urge, this modicum of 
satisfaction seems to off-set the inevitable frustrations in a helpful way. 
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Glover said: A. That a fairly thorough way of estimating success was to run 
through the different factors concerned. Thus one might start with instinct 
and inquire whether self-preservation functioned adequately or was inhi- 
hited, This referred to working capacity and the capacity to refrain from self- 
injury. Whether love manifested itself in erotism, affection, or through social 
channels, and whether it was inhibited or inverted. In the same way, whether 
aggression functioned, either directly, in hating, or indirectly, by making the 
patient hated, or whether it was inhibited or manifested through internal 
inhibition. Also whether hating capacity was out of proportion to the reality 
stimulus or whether it was unduly inhibited in view of the reality stimulus. 
Consideration of reality adaptation involyed both symptom and super-ego 
assessment, 

B. Special clinical factors offered another method of assessment. Thus, 
alterations in the content of and affective reaction occurring in dreams were 
extremely serviceable criteria. Sterotyped anxiety and terror dreams often 
showed not only a reduction in the amount of symbolic expression during 
analysis but a material reduction in the quantity of anxiety. Contrariwise, the 
persistence of such dreams was an indication that analysis was not complete 
even if the symptoms had disappeared. Similarly, a reduction in the amount 
of exploitation of any one set of mental mechanisms, e.g. flight, denial, 
obsessional reaction formations, projections, etc., was a favourable indication. 
Emotional and affective reactions of an exaggerated type should be reduced 
to a reasonable level. Absence of modification contra-indicated termination. 
Capacity to adapt to special strains, deaths in the family, childbirth, loss of 
money, physical illness, etc., should be taken into account. 

C. Significant clinical details, e.g. the manner of shaking hands, eating and 
clothing habits, behaviour in regard to money, capacity to ‘play’, all offered 
‘test’ material. 

In conclusion, the problem of analytic criteria is difficult to render ‘scien- 
tific’, but it offers ample scope for obsessional elaboration, Complete analysis 
would mean complete analysis of all phantasy and defence systems. But all 
standards of completeness are subject to two considerations. 

1. Irrespective of variations in theory, technique, and standards, the 
average results of all analysts appear to work out about the same.* As to the 
time factor, the longest cases often have the worst results symptomatically, 
but sometimes are conspicuously successful in other directions (character 
changes). 

2, Subjective factors in the analyst influence the individual choice of criteria. 
The greater the analyst’s uncertainty the greater in all probability his obses- 
sional compulsion to concern himself with ideal standards. In the same way, 
the less exact the information, the more oracular or religious the pronounce- 
ment. The biggest margin of error occurs where preconceived analytic 
standards are rigid. . . . Since we are first and last clinical psychologists we 
should be well-advised to base our estimates of success first of all on clinical 
evidence and not on any theoretical preconceptions. 


It is interesting to compare the results of the Questionnaire on 
Termination with those obtained in the Symposium on Criteria of 


* This conclusion has been disputed on various occasions. The statement is 
based on observations made on the results of analyses in clinic practice, the 
results of training analyses of candidates, and on the results observed with 
cases distributed to various analysts in private practice, 
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Success. As has been said, the greatest diffidence was manifested in the 
replies to direct questions. This was much less obvious in the sympo- 
sium, but there was in the latter case a considerable blending of theo- 
retical with practical criteria. What is really urgently needed is a 
detailed list of the practical indications for terminating an analysis, a 
list which will allow for variations in the clinical type of case. Admittedly, 
this can be compiled only when there is fairly broad agreement on the 
general principles, a state of affairs which has not so far been reached. 
Obstacles to this general agreement vary in type. No doubt the cruder 
factors could be eliminated, e.g. the influence on pre-conscious assess- 
ments of the state of the analyst’s practice. There is an obvious temp- 
tation for the busy analyst to wish for a rapid termination of each case: 
there is an equally obvious temptation for the less busy analyst to be a 
little more ‘thorough’ than the occasion demands. But these obstacles 
should be easily dealt with under the heading of ‘economic counter- 
transferences’. More difficult to cope with are the ‘scientific counter- 
transferences’; in other words, the preconceptions as to length and 
thoroughness of analysis which are due to bias in etiological views. 
And these preconceptions can be influenced very profoundly by ideali- 
sations of the ‘complete’ analysis. These are frequently covers for 
perfectionist systems of a ‘guilt type’. It would help to correct all such 
Vitiating factors if all analysts could secure greater clinical experience. 
Consulting practice in analytical circles is not extensive and lay-analysts 
are debarred by professional etiquette from undertaking this type of 
work. Many analysts treat only those cases which are transferred to 
them for treatment and have little or no idea of clinical standards, 
Moreover, ‘simple’ cases are the special preserve of commencing 
analysts. More experienced practitioners usually find that in course of 
time their practice consists mostly of difficult cases that haye gone 
from pillar to post. ‘This accounts in part for the increasing length of 
analyses. Perfectionist standards make it difficult for the analyst to 
admit that his analysis of a particular case may fall short of his own 
criteria for termination. This encourages him to subscribe to a clinical 
fallacy, namely, that all cases are equally amenable to analysis, Obyi- 
ously the fact that on the whole analysts get the same therapeutic 
results in any one case-group does not imply that cases taken from 
different groups are equally curable. The belief that all cases are curable 
is essentially obsessional if not indeed rather grandiose. No analyst need 
be ashamed to admit that he has gone as far with any case as is possible. 
This admission would save him a good deal of self-questioning and his 
patient, on occasion, a good deal of time and money. 


CHAPTER X 
PSYCHOTIC CASES 


1. DIFFERENCES IN TECHNIQUE. Does your technique in such cases differ 
materially from your customary procedure? 


Five analysts only replied that their technique differs materially. Five 
others modify their technique to some extent, e.g. ‘interpret cautiously’, 
‘more passive’, one ‘interpret more directly’. Five more answered ‘no’, or 
“not materially’, while a few replied that they had no experience to go on. 


2. REASSURANCE. Do you reassure more? 
A majority replied ‘yes’, one specifying ‘with melancholics, not with 
manics’. 


3. FRIENDLINESS. Are you more friendly? 


Answers fairly equally divided between ‘yes’, ‘no’, ‘not necessarily’, One 
said ‘may be suspected by patient’, 


4. SUPER-EGO ROLES. Do you play super-ego réles? 


There were many gaps in these answers, but a majority of those who did 
reply said ‘no’. Only one gave an unequivocal ‘yes’, Other replies were ‘not 
as a rule’, ‘seldom’, ‘give advice’, ‘only protective’. 

Discussion on May 2, 1934, resolved itself into a consideration of the 
advantages and disadvantages of reassuring psychotic patients, whether in 
crises or not. Thus it was maintained by one speaker that since progress is 
obtained by the patient introjecting the analyst as a good object, he should in 
fact be a good object. Objection to this took two directions: (a) that reassurance 
has no effect on psychotics, and (b) that it may dangerously increase a if 
the patient feels that the analyst is in his power. Another speaker said that 
it was all important that the analyst should not himself be afraid of the 
patient’s aggression and that in psychotics it is specially necessary to dose 
anxiety. This can be done by a combination of the right type of reassurance, 
by interpretation, and sometimes by suitable alteration in the environment, 


If the answers on technique in psychotic cases appear extremely 
scrappy and unilluminating a good deal of the responsibility must lie 
with the uninspired form of the questions. The only satisfactory way 
of checking information on this subject is to enumerate typical situa- 
tions arising during the analysis of a number of different types of 
psychosis, e.g. ‘How do you handle the suicidal threats or crisesin hysteri- 
cal and melancholic cases respectively ?’ or ‘How do you deal with the 
anti-social outbursts of schizoids or delusional alcoholics ?” The form of 
the questions circulated was determined by a number of inquiries 
made on the more general point, viz. ‘ Does analytic technique differ in 
psychotic cases?’ One fairly accurate conclusion may be drawn from 
the form of this inquiry as well a the general nature of the replies, 
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viz. that experience with typical psychotic cases is the exception rather 
than the rule. Analysts have abundant opportunity of studying the 
effects of, for example, the exaggerated action of projection mechan- 
isms. They can observe these effects in the course of analysing psycho- 
neurotics, or they may have more frequent opportunities to do so when 
analysing character cases. And, particularly during hysterical crises, 
they can study at first hand some major disturbance of reality sense. 
But all this is not the same thing as analysing true psychotic cases. 
And it is precisely because psychotic cases may suddenly react yio- 
lently in unexpected directions that the problem of modifying conven- 
tional analytical technique is so important. In the analysis of a 
psycho-neurotic case, crises are seldom of so dramatic a nature, and it is 
obvious from the replies on this subject (see Chapter IIT, ‘ Anxiety’, p. 
284) that most analysts hope to be able to deal with these by routine 
interpretation. Psychotic cases have not only more severe crises but 
exhibit frequent exacerbations any one of which is more difficult to 
cope with than a psycho-neurotic crisis. These are part of the symptom 
picture. The same is true of crises occurring in cases of alcoholism, 
drug addiction, acute perversions, schizoid delinquents, etc. 
In the earlier phases of treatment these may not (sometimes cannot) 
_ be avoided by any of the procedures employed in dealing with sporadic 
anxiety in the psycho-neuroses. When real psychotic crises do occur 
the first and most obvious discovery made by the analyst is that the 
ordinary guiding rules fail him and that he must deal with the prob- 
lem to the best of his individual ability on his own initiative. At this 
juncture a sound training in clinical psychiatry will stand him in good 
stead. In particular, it will prevent his being handicapped by undue 
anxiety, fear, or guilt, and it will aid him in deciding the best policy 
to pursue. Typical problems are, for example, the indications for isola- 
lation, narcotisation, temporary restraint or, in the case of addiction, 
the advisability of forced abstinence, etc. In lesser crises it is often 
necessary to make decisions as to the nature of analytic contact (when, 
where, and how) and the nature and amount of family and social 
contacts, work or other extrinsic factors. On such occasions technique 
is altered simply because the analyst is left no alternative. Apart from 
handling crises, the most difficult problems of technique in psychoses 
arise with genuinely ‘ambulant’ types whose crises are more amenable 
to ordinary technique, and it is important to determine what alteration 
in customary procedure is desirable. Unfortunately no exact indica- 
tions were given by contributors as to the nature of such alterations. 
Differences of opinion as to the influence of reassurance in psycho- 
neurotic crises hampered the contributors not a little. Definitions of 
the principles involved were conspicuous by their absence. What is 
really needed is a careful examination, not of the resemblances 
22 
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between psycho-neurotics and psychotics, but of their essential differ- 
ences. To take one example: the general routine of analysis, in particu- 
lar, the “fringe contacts’ between analyst and patient, have much 
deeper significance for the psychotic than for the neurotic. No doubt 
the symbolic meaning of such contacts is the same for both groups, 
but the real reaction is different. The psychotic reaction to time, place 
and detailed circumstances, including weather, time of day, and so 
forth, is much more profound than is the reaction of the psycho- 
neurotic. The slights and hurts re-experienced by depressives in the 
transference are much more painful, the paranoid reactions to noise, 
eavesdropping, smoke, etc., more acute. Although the interpretation 
of such details is, generally speaking, the same in both groups, the 
estimation of their significance is different. Hence transference inter- 
pretation should pay much more attention to the symbolic speech of 
psychotic as compared with non-psychotic patients and less to the 
more ostentatious, relatively complex and superficial transference 
phantasies. Only by comparison, of course; in some depressive cases 
even superficial transference phantasies can obstruct the course of the 
analysis just as effectively as in acute hysteria. No doubt this method of 
approach might be applied in a systematic way to all the characteristic 
peculiarities of psychotic function. In particular, a careful comparison 
should be made of the spontaneous curative efforts of neurotic and 
psychotic subjects respectively. If concrete technical suggestions could 
be made on the strength of such investigations, they could no doubt 
be modified and employed with advantage in the treatment of drug 
addiction and the more archaic perversions. These latter frequently 
correspond, in the psycho-sexual sphere, to psychotic changes in ego 
structure, Obviously super-ego aspects require careful investigation 
along the same lines. This will involve frequent Questionnaires. The 
results given here may serve to indicate the comparative uselessness of 
certain types of question. * 


* For a Questionnaire to be successful it must exert its maximum pressure 
at points where doubt, indecision or controversy is most likely to arise. Similarly 
with research, before one looks, one must know what to look for. Otherwise an 
immense amount of time and energy is wasted casting the net so widely that 
only the broadest and most conventional generalisations can be expressed from 
the mass of material gathered. 


CHAPTER XT 


RELATION OF THEORY TO PRACTICE 


L. psycho-analysis, as in other sciences, there 
are two more or less conventional and Opposing attitudes towards the 
interrelation of theory and practice. There are those who hold that a 
good theoretical understanding is essential to good practice. Theory, 
they maintain, is a generalisation from the ‘particulars’ of clinical 
experience, And providing they are subjected to correction and modifi- 
cation as clinical knowledge expands, most theoretical generalisations 
can function as valuable aids to research. Thus the practitioner who is 
familiar with theory has the advantage of seeing the wood as well as 
the trees. He may also perceive new woods, hitherto unobserved. On 
the other hand, the clinician pure and simple may retort that, if the 
observer has a ‘favourite’ theory, however accurate this may be, his 
observations will tend to be moulded to this theory. He will continue 
to see the same wood in every collection of trees. If he does make fresh 
discoveries he will be liable to depreciate them by insisting that these 
apparently new woods are the old ones over again. In short, the pure 
clinician will maintain that theoretical orientation is a fertile source 
of mistakes due to ‘bias’. The conventional compromise usually arrived 
at is that theory and practice have a useful reciprocal relation but that 
both approaches must be carefully checked for possible errors. 

In psycho-analysis, the question is more complicated. A predomi- 
nantly theoretical interest has always been rather suspect. Indeed, 
many young analysts are quite frankly afraid to admit an interest in 
theory lest it should be construed by influential seniors as a sign of lack 
of conviction. The suspicion is based partly on intuition and partly on 
clinical observation. It has been noted that resistances during treat- 
ment can take the form of friendly or hostile intellectual preoccupation 
with analytic concepts, Obsessional cases and certain schizophrenic 
types show a genius for intellectual elaboration of a somewhat unreal- 
istic kind. This may and sometimes does advance the analysis, but 
more commonly it functions as a powerful unconscious defence- 
mechanism. It would be interesting to discover whether the reactions 
of analysts to the relations of theory and practice could be classified in 
terms of their own psychological constitution, e.g. their affective dis- 
position, type of phantasy thinking (concrete and corporeal or mainly 
abstract), degree of libidinisation of thought, and so forth, It would, 
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no doubt, be possible to distinguish, for instance, between ‘anxiety’ 
types and ‘obsessional’ types (not, by the way, that this would exhaust 
the catalogue of reaction-types),* and so lay down a broad distinction 
between analysts for whom the realm of hypothesis would be an 
emotional battle-ground and those for whom it would be a compara- 
tively safe play-room. Moreover, original thinkers, like other creative 
artists, may feel a concern for the perfection, and hence for the preser- 
yation of their ‘good’ theories. And they may in consequence develop 
a corresponding distaste for scientific or critical eyaluation of them, a 
sensitiveness which might well be concealed from themselves owing to 
a righteous feeling of preserving the ‘good’. On the other hand, their 
critics may have motives ranging from an extreme of protective to an 
extreme of destructive urge. Now there is some evidence for the view, 
that objectivity in thinking is not incompatible with a fairly high 
degree of ambivalence provided the latter is accompanied by a certain 
elasticity in the use of introjective and projective mechanisms. The 
hostility provides a certain ‘detachment’ in which fair or constructive 
assessment can be made. But it is manifestly impossible to conduct an 
investigation of this intimate sort by means of a Questionnaire, quite 
apart from the fact that, in such circumstances, the conscious judge- 
ment of the contributors might be under suspicion of rationalisation. 
The questions actually sent out were intended to focus attention on 
the more practical consequences of theoretical bias. One preliminary 
query was inserted in order to bring out any general preference for 
either of the conyentional views and was followed by specific test 


questions. 


1. PRECONCEIVED THEORY AND CASE APPROACH. Do you approach 
each case with a preconceived theoretical outline of its development to 
which you expect the case to conform? Or do you approach each case 
with a preconceived outline modified by your knowledge and valuation 
of clinical features (diagnosis or prognostic criteria)? 

Several analysts felt unable to reply, or replied only in part to this question, 
The rest appeared to be fairly equally divided. Thus, one-half denied that they 
approach analysis with a preconceived theoretical outline in mind. Half the 
remainder admit to a very general outline, partly theoretical, partly modified 
by diagnosis and by prognostic expectations. A few admit outright to a ‘modified’ 
outline, and two more admit such an outline but try to minimise its import- 
ance. Thus one wrote of ‘unwelcome realisation of expectation of conformity’ 
on the part of the patient. Feelings of guilt about the existence of a precon- 
ceived outline were prevalent. Some contradicted themselves; they denied 
any outline, but later went on to specify a standard etiology for all cases or 
to accentuate the pathogenicity of aggression alone. One commented on the 
general relation of theory to practice: (a) that it is impossible to approach any 
analysis without preconceptions; (b) that it is less obvious where cases are 


* Glover, Introduction to the study of psycho-analytical theory, Int. J. 
Psycho-anal, (1930), 9, 472. 
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passed on after consultation by someone else, but more obvious where the 
analyst has functioned also as consultant; (c) that it is desirable to have pre- 
conceptions provided these are based on accurate information, but that (d) 
analysts are hampered by the absence of sufficient etiological information and 
are therefore inclined to play for safety. 


These answers were much more open than mighthave been expected. 
The differences of opinion that emerged seemed to indicate a genuine 
uncertainty as to the ideal combination of theoretical and clinical 
interest. The most striking replies were those in which the contribu- 
tor’s general attitude was at variance with his clinical practice. 


2. RELATIVE PATHOGENICITY OF INSTINCTUAL FACTORS. Do you 
have preferences in regard to the pathogenicity of instinctual elements, 
e.g. value the factor of aggression more than the factor of primitive 
sexuality? 

A majority find the combination of sexual and aggressive factors pathogenic. 
These constitute an ‘open’ etiological school. A small ‘closed’ school minority 
is about equally divided into supporters of sexuality alone and aggression alone. 
A few say they have not made up their minds on this problem. There is fairly 
general agreement among members of both schools as to the therapeutic 
importance of analysing aggression. 


5. ETIOLOGICAL RATING OF OEDIPUS COMPLEX. Do you regard the 
genital (phallic) Oedipus complex (positive or inverted) as the main factor 
(a) in neuroso-genesis, (b) in the genesis of psychoses, (c) in charactero- 
logical cases? 


A majority favours the cardinal importance of the Oedipus complex in 
neuroso-genesis. [This is a ‘closed’ etiology and in some instances the view 
contradicted an earlier denial of having any preconceived outline.] Two 
strongly emphasise the importance of pre-genital factors in all cases. There is 
much less certainty as to the role of the Oedipus complex in psychotic and 
character cases, with some bias towards conceding a relatively greater import- 
ance to pre-genital factors in such cases. 


4. PRE-GENITAL PHANTASY SYSTEMS. Do you regard pre-genital 
Phantasy systems as being secondary: (regressive, defensive) products 
relating to genital Oedipus traumata? 


Rather less than half the answers said pre-genital phantasies were wholly 
or mainly secondary. Rather more than half said they have ‘primary’ import- 
ance but may be regressively ‘reinforced’. 


5. CLASSIFICATION OF INFANTILE ANXIETIES. Do you regard castra- 
tion anxiety (a) as the only anxiety factor of significance in treatment, 
(b) as one of a number of anxiety situations, or (c) as a cover for pre- 
genital anxieties? 


A majority regard castration as one of a number of important anxieties. This 
again appears to contradict the earlier majority in favour of the cardinal 
importance of the Oedipus complex in neuroso-genesis ( (5) above), Two, 
however, definitely specify that castration anxiety is the most important in 
neuroses. Only one still regards it as the only significant anxiety. A minority 
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remarked that castration anxiety may serve as a cover for earlier anxieties, 
There appeared to be some confusion between the possibility of recovering 
earlieranxieties through analysis (e.g. one said all anxiety could be traced to oral 
anxiety) and the relative importance of specific anxieties in different patho- 
logical conditions, 


6, ASSESSMENT OF DEFENCE-MECHANISMS. Do you favour the view that 
mechanisms of projection and introjection are (from the therapeutic 
point of view) more important than the mechanisms of repression, re- 
gression, etc. If so, do you believe this applies in all cases, e.g. in the 
analysis of a hysteric as well as in the analysis of a psychotic character? 

There were very few answers to this question. Three denied the greater 
importance of introjection-projection, while two affirmed it for psychotic and 
character cases. Four believe in the greater therapeutic importance of analysis 
of introjection-projection phenomena in psychotics. They hold that no therap 
is possible in such cases unless this is done, whereas in neurotics, e.g. hysterics, 
improvement is possible without it. 


The practical aspect of this inquiry lies in its bearing on the sugges- 
tion that a preference for special pathogenic factors may influence the 
content of interpretations. Scrutinising the replies from this angle it 
would appear that the unconscious pathogenic content (to use the 
simpler, if old-fashined, phrase) most commonly interpreted is roughly 
as follows (a) in the psycho-neuroses: the classical Oedipus situation 
with its characteristic guilts and anxieties (castration anxiety) to- 
gether with a varying quantity of anxiety and guilt associated with 
pre(phallic) genital organisation. These latter anxieties may have pre- 
disposed to the classical Oedipus conflict or exacerbated it, or they may 
have been re-animated to provide a cover for Oedipal conflict, (b) in 
psychotic or character cases; the guilts and anxieties of early pregenital 
organisation (particularly oral manifestations ?) together with a vary- 
ing degree of ventilation of the classical Oedipus situations. Expressed 
roughly in terms of ego and mechanisms the formula would run (a) 
in the psycho-neuroses: analysis of the classical super-ego organisation 
(including the mechanisms of introjection, projection, etc.), that con- 
tribute to this organisation together with analysis of the products of 
faulty (defensive) repression, displacement, etc.; (b) in psychoses and 
character cases: exhaustive analysis of the projection-introjection 
phases of primitive ego-super-ego organisation together with adequate 
analysis of the later ego and its exploitation of repression, etc. If this 
review be accurate it may be assumed that analytical etiology is any- 
how capable of division into two main varieties which correspond with 
two main clinical groups in a rough classification of psycho-pathological 
states. 

This is where the difficulties really arise. It is probable that the 
answers in favour of classical etiology were to some extent influenced 
by timidity or tradition. But it must also be admitted that, although 
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many analysts «detect a genuine discrepancy between the infinite 
variety of psycho-pathological states and the old stereotyped and simple 
etiological formulae, to replace these by a plain double-barrelled 
etiology such as given above is much too simple. If we begin to differ- 
entiate, why not be thorough about it? But at this point guilts and 
preferences begin to operate anew; guilts, because we may be going 
too far and possibly weakening unduly the idea of a kernel Oedipus 
conflict; preferences, because we may wish to substitute for the older 
‘closed’ etiology a new but equally ‘closed’ system. From the point of 
view of untrammelled investigation, that would be out of the frying- 
pan into the fire. 

The fact remains that there is fairly general uncertainty as to the 
advantages of ‘open’ and ‘closed’ etiologies respectively, Despite this 
fact, it might be maintained that however uncertain the analyst may 
be in this respect, there is no reason to suppose that he abandons an 
empirical attitude to each case. It might eyen be held that uncertainty 
fosters true empiricism; further, that there is no reason to suppose that 
interpretations are necessarily biased or falsified by theoretical predi- 
lections or doubts. Unfortunately these idealisations do not always 
tally with the facts, as the following example will show: At a meeting 
of the British Psycho-Analytical Society a specific issue arose during 
discussion of a clinical case, Referring to the relation of unconscious 
phantasies to emotional environmental influences, the speaker stated 
that in his view the patient’s mother had had a bad influence on her 
son’s infantile development and hence on the formation of his symp- 
toms. Combining his analytical observations with information gathered 
from the patient’s memories and from indirect sources (including both 
hearsay and direct observations made by relatives), he concluded that 
the mother had aroused considerable hate in the child (who had, he 
believed, sensed the mother’s true character with fair accuracy) and 
at the same time stimulated his guilt to such an extent that it blocked 
all direct expression of the hate. The discussion which followed re- 
vealed significant differences of opinion as to the correctness of these 
conclusions. In the first place, it was suggested that, since the analysts’ 
views were mere inferences or estimates of probability, the matter 
could only be settled by more detailed analysis of unconscious content. 
Moreover, it was held by some that generalisations on the relations of 
any one patient to his mother would require to be confirmed by com- 
prehensive investigations into the whole subject of the relations of 
babies to their mothers; hence, that the reports on this particular case 
were not sufficiently unbiased and objective. Some members went 
further and maintained that not only were hearsay reports and the 
memories of patients unreliable, but that, as analyses proceed, a change 
from an originally hostile judgement of the mother to a (presumably 
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more realistic) friendly one can frequently be detected, the implication 
being that most stories of infantile mother-hatred were really a cover 
for deeper love attitudes. This view was expanded by one member to 
the effect that the evidence did not justify the conclusion that this 
mother was a ‘bad’ mother and that, had interpretation been more 
accurate, it would have transpired that the mother was not bad but 
that the child was in conflict over the possible ineffectiveness of its own 
capacity to love and therefore to preserve and restore her as an internal 
object. This criticism obscured the issue somewhat, because obyiously 
the two views are not incompatible, It so happened that in this instance 
the analyst’s conclusions could be put to the test by comparing them 
with reports from relatives in the possession of the consultant (E.G.) 
who first saw the case. Examination of these reports on the mother’s 
character from her daugher, her son-in-law, and some of her friends 
(including one from a friend who had known her from her childhood) 
proved fairly conclusively that the analyst and the patient were correct 
in their estimates. The mother had, in fact, had a consistent policy 
throughout her life of emotionally exploiting dependents, especially 
her children, and preventing any exhibition of resentment by making 
them feel guilty. She had a high opinion of herself as a mother but was, 
in fact, self-aggrandising, tyrannical and selfish. People who did not 
know her well were inclined to fall in with her version of herself and 
to show considerable devotion to her interests. When they became 
more intimate they developed strong hostility to her emotional steam- 
rollering. It should be clear that this proof of the existence of a really 
‘bad’ mother does not do away with the necessity for exploring the 
patient’s own sadism, nor does it exclude the part played by 
his own impulses in creating his pathological anxieties. It does suggest, 
however, that such anxieties are readily reinforced by external factors. 
It also throws some light on the way in which theory may influence 
practice, for it suggests in no uncertain manner that, had the case been 
anaylsed by one of the more severe critics, the interpretations given 
would have glossed over the environmental factors and accentuated 
the endopsychic factors. Such interpretations would, in this instance, 
have been unbalanced and would haye tended to maintain guilt rather 
than to ventilate plain hostility. In fact, the analyst would have con- 
tinued the mother’s own policy of playing an intolerant super-ego rôle 
to the patient’s id. This case may or may not be an exceptional one. 
But at least it does underline the risk that preconceived theoretical 
views can influence the process of interpretation unfavourably as well 
as favourably. No doubt this danger is generally recognised. But some- 
thing more than recognition is necessary. Other pitfalls have to be 
avoided, in particular the view that opinions with which one does not 
oneself agree are dangerous and destructive. 


a 


CHAPTER XII 
SUMMARY OF REPORT 


A. POINTS ON WHICH THERE IS (ALMOST) 
COMPLETE AGREEMENT 


1. Objection to use of technical terms. 

2. Practice of analysing questions instead of answering them. 

5. Objection to preliminary injunctions (apart from laying down association 
rule). 

4, Transference analysis as general policy. 

5. Avoidance of social (‘fringe’) contact during analytical sessions: limita- 
tion of small talk. ty 

6. Laying down rule of payment for non-attendance. (Rule not necessarily 
adhered to.) 


B. GENERAL TENDENCIES 


(representing a consensus of opinion among two-thirds of contributors: 
no correction for personal factors). 


I. With minority opinion up to one-third of the total but without pointed 
objection to general conclusion. 


1, In favour of acting as a source of information. 

2. In favour of rapid short interpretations in acute anxiety, otherwise in 
favour of slow expansion. 

5. Definition of reassurance as mitigation of anxiety by some means other 
than interpretation. 

+. Attach special value to childhood memories, 

5. Treat ‘common-sense’ reactions of patient as reality defence. 

6. Treat spontaneous offers of interpretation as transference manifestation. 

7. Permit relaxation of association rule. 

8. In favour of some form of ‘forced’ phantasy, 

9. Use of play technique in adult analysis sparing but not taboo. 

10, Against any other ‘active’ devices. 

11. Regard transference analysis as main therapeutic device. 

12. Favour neutrality of analyst. 

15. Think patient reads analyst’s unconscious but that transference 
‘readings’ are mostly projections. 

14. Emphasise co-operative nature of analysis. 

15. Allow telephone conversations, read letters, etc. 

16. Accept small tokens from patients but no large or money gifts. 

17. Make small loans (books) to patients. 

18. Permit smoking but do not invite it, 

19. Keep same length of session and do not leave timetable gaps. 

20. Do not see patients twice unless in emergency or as a special routine, 

21. Against extra-analytical contact during analysis. 

22. Reluctant to see relations, but see with patient's consent. 

25. In favour of symptomatic criteria for termination (mostly where 
external factors interfere), otherwise three factors: symptomatic, psycho- 
sexual and social. 

24. Against trial trips and discontinuous analysis. 
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Il. With strongly expressed minority opinion, usually running sharply 
counter to the majority opinion. 


1, In favour of short compact interpretations. 

2. In favour of interpretation in second half of session. 

5. In favour of small amount during whole analysis. 

4. Reassurance an emergency measure inevitable at some stage in every 
analysis: an adjunct, not an alternative to interpretation. 

5. Allow time for working through. 

6. Therapeutic effect of analysis upon analyst dominant. 

7, Make admissions to patient if occasion arises but do not communicate 
personal opinions. 

8. Define abstinence as self-imposed endurance of id-tension by the patient. 

9, Against analysing members of family at same time. 

10, Against analysing acquaintances or friends. 

11. No great significance attaching to sex of analyst. 

12. Against changing analysts during treatment. 


C. POINTS ON WHICH THERE IS MARKED DIVISION 
OF OPINION (USUALLY EQUALLY DIVIDED) 


1. Tracing themes (usually in any one session) in order to produce convic- 
tion, 

2. Interpreting in the early part of any one session and sessional timing in 
general. 

5. Problem of timing throughout analysis as a whole. 

4. Amount and content during early phases: amount in terminal phases. 

5. Opening up anxieties from different sources: order of interpretation 
(super-ego before id: sex before aggression: transference before unconscious 
content). 

6. Interpretation of symbols. 

7, Reconstruction as an aid to memory recovery. 

8. Type of case in which maximum memories recovered (hysteria; this by 
a very small majority). 

9. Methods of dealing with loquacity and with patients needing encour- 
agement to talk. 

10, The technique of ‘forced phantasy 

11. Restriction of spontaneity of analyst. 

12. Professional as against personal friendliness to patients, shaking hands, 
small talk, the special case of the psychotic. 

15. Smoking and non-smoking analysts about equal in number. 

14. Clinical indications for male or female analyst. 

15. Discussing length of analysis during first interview. 

16. Criteria for termination, 

17. Technique in psychotic cases. 

18. The relation of theory to practice. 

19. The etiological significance of aggressive and libidinal impulses 
respectively, 

20. The etiological significance of different anxiety systems (genital, pre- 
genital, etc.), 

21. The nature, content and timing of deep interpretation, with special 
reference to transference interpretation, 


its value. 
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D. INDIVIDUAL OPINIONS 
(strongly expressed). 


. Never use extraneous material in interpretation. 
. Never interpret early in session or early in analysis. 
Never interpret at end of session or ‘round off’, 
Never be systematic in interpretation, 
Never force interpretation from details. 
- Total quantity of anxiety more important than number of sources, 
. Everything is free association. What are relaxations? 
. Not necessary to recommend even free association rule, 
9. Analyse all transference manifestations, i.e. extra- as well as intra- 
analytic. 
10. Negative transference analysis of supreme importance, 
11. Communicate personal opinions. 
12. Abstinence is a condition in which libidinal gratifications are sufficiently 
unobtainable to create a demand that stimulates the analytic work, 
15. Women analysts better for both sexes, 
L+. Adopt mainly psycho-sexual criteria for termination, 
15. Avoid guiding analysis by clinical criteria. 
16. Use such criteria so far as they are dependable. 
17. Adopt ‘infallibility’ attitude in certain psychotic cases. 
18. Make more social contact in psychotic cases. 
19. Don’t stress deep introjection-projection mechanisms in hysteria. 


DND SAN 


Although it is interesting to make a digest of the views expressed 
by all contributors, a certain correction for error is necessary. To begin 
with, it should not be assumed that these are the only points of tech- 
nique on which there is complete or general agreement. Neither of 
the Questionnaires pretended to be exhaustive. On the contrary, they 
dealt more with possible differences than with possible points of 
agreement. Hence it is not surprising to find evidence of considerable 
disagreement not only on details but on principles. Similarly, it does 
not follow that the disagreements mentioned include all matters on 
which analysts hold divergent views. 

With both these reservations the following conclusions may be 
drawn. It is quite clear that there is a general agreement in regarding 
analysis of the transference as the main therapeutic policy. There is 
also a general objection to “fringe contacts’ and to the laying down of 
abstinence conditions. But the importance of transference analysis 
stands the test of detailed inyestigation better than the other general 
conclusions. It would appear that attitudes vary between compara- 
tively rigid adherence to the formal analytic situation and a desire to 
modify it in a number of minor details which may convey to the 
patient the more human or humane aspects of the analyst’s character. 
More sharp divergences begin to appear on the subject of interpretation. 
Apart from general agreement on the need for short and immediate 
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interpretations in anxiety crises, there is wide variation on the tech- 
nique of interpretation, its mode, length, timing and depth. The 
‘reassurance’ problem is obviously unsettled and, in general, it may 
be concluded that the technique of interpretation is a much more 
individual matter than has previously been assumed. Unfortunately 
this conclusion, although encouraging enough to the student, is not 
entirely satisfactory. There are evidently some sharp cleavages which 
cannot be explained by minor individual differences in practice. It is 
significant that there is also a marked disagreement on questions of 
etiology, nature of anxiety, significance of aggressive impulses, termi- 
nation, technique in psychoses, etc. These differences, taken together 
with the answers concerning the relation of theory to practice, suggest 
that preconceptions as to the importance of different developmental 
layers influence radically the policy of interpretation. 

So much for the more positive aspects of the report. The more 
negative aspects, the omissions to answer certain questions, the signs 
of hesitancy, diffidence, or timidity, the occasional apologetic explana- 
tions, the contradictions sometimes occurring in the same set of replies, 
the comparative over-emphasis of some isolated opinions, all these are 
as significant as the more positive findings. In a sense negative indica- 
tions are more likely to be trustworthy. They are less subject to 
conventional reactions, to prestige suggestion, or to the need for 
conformity. The obyious disadvantage is that, although they indicate 
uncertainty on the part of the analyst, they do not give any reliable indi- 
cation of his actual opinion on the question at issue. Examining the 
points which arouse the maximum amount of reservation, it is easy to 
see that most of them touch on the subject of counter-transference, 
The impression is difficult to avoid that there is a good deal of timidity 
in dealing with this aspect of the analytic situation. It seems to be 
taken for granted that the training analysis is sufficient correction for 
error in this direction. The answers indicate that this is not the case. 
Indeed, it seems very probable that what has been described as 
‘rigidity’ in attitude, clinging to routine, particularly in the minutiae 
of technique, is a safety device intended to arrest anxieties arising out 
of counter-transference reactions, either positive or negative. 

Fortunately there is another side to this picture of indecision and 
uncertainty, Perhaps one of the most useful purposes served by these 
Questionnaires is to bring into the open comparatively wide differ- 
ences in the application of analytic principles. It was pointed out in the 
introduction that in scientific meetings discussion is hampered by lack 
of time or systematisation, by timidity and by prestige suggestion. 
The results of these Questionnaires indicate that, despite the monotony 
of publicly expressed views, there is a certain leayen of scientific inter- 
est and of individuality in approach in the British Society. This is on 
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the whole a satisfactory conclusion. It is important that the basic 
principles of psycho-analysis should be preserved, but this need not 
involve any sacrifice of elasticity in their application. ‘Closed’ etio- 
logies are not inevitably a sign of obscurantism; they are precipitates 
of earlier clinical findings and serve as useful guiding posts to both 
student and practitioner. A ‘closed’ system is obscurantist only when it 
is applied to the proliferating margin of research. With so many regions 
of psycho-pathology still uncharted, it is unreasonable to expect that 
new theories and formulations should have more than immediate 
empirical sanction. Regarded from this view-point the amount of un- 
certainty, confusion and difference of opinion indicated in this report 
is to be welcomed. It is a proof that there is yet no serious danger of 
psycho-analysis becoming dated and stultified by its own traditions. * 

It is not in the nature of every clinician to make new discoveries of 
outstanding importance, but it is essential that all analysts should 
realise that every case treated is in itself a ‘test? of theory and practice. 
Correlation of the results of such individual ‘tests’ is the only way of 
ensuring the establishment and continued growth of sound principles 
and the elimination of error. In this work of verification every practi- 
tioner can and should take part. The wider the range of co-operation 
and the bigger the common ‘ pool’ of evidence, the higher the probability 


* The subsequent course of events in the British Psycho-analytical Society 
did not altogether bear out this sanguine assumption. Shortly after the 
examination of the Questionnaire returns, theoretical and technical cleavages 
within the society became more apparent, and after a period when, owing to 
war conditions no representative opinions could be expressed, reached a point 
where they could no longer be concealed. A series of discussions was then 
inaugurated lasting over the best part of two years (this has been fully reported 
by the author in a monograph entitled ‘An examination of the Klein system 
of child psychology’, published first in The Psycho-analytic Study of the 
Child (vol. i, 1945, International University Press, New York) and subse- 
quently issued as a separate monograph). The result of this controversial 
series was inconclusive except in so far as it made clear that the society con- 
tained two groups holding sharply opposing views on the theory and practice 
of psycho-analysis, and that a ‘middle group’ which sought to effect con- 
promises between these groups was scientifically ineffective, 

In fact the danger that did arise was precisely the development of two 
‘closed systems” instead of one. Under ordinary conditions of scientific dis- 
cussion this would not perhaps be a very serious state of affairs. But owing to 
the peculiar psychological conditions which govern training of psycho-analy- 
tical candidates an actual impasse has arisen. The direct transmission of 
scientific information through lectures, seminars, etc., is much less potent 
in effect than the indirect transmission which occurs under the transference 
conditions of training analysis. For some time to come the scientific trend of 
the society will depend less on objective discussion than on the number of 
candidates trained by the opposing groups. Hence it is open to doubt whether 
a fresh Questionnaire can be launched with any hope of collecting dependable 
data until this unsatisfactory state of affairs is corrected. 


550 TECHNIQUE OF PSYCHO-ANALYSIS 


that subjective errors will cancel each other out and leave a core 
of objective validity. In no other branch of science is it more vital for 
the individual worker to retain his independence of mind, to prove 
and re-prove his conclusions and to form his judgements on the results 
within his own experience. So ‘far psycho-analysis has successfully 
withstood attack from without and backsliding from within. Its frame- 
work has even benefited by these forms of erosion. There are onl y two 
conditions under which its efficiency as an instrument of research might 
become blunted, namely, the abandonment of empirical in favour of 
‘perfectionist’ criteria of theory or practice, and the (witting or un- 
witting) stimulation of anxiety or guilt factors, particularly in the 
younger generation of workers by teachers whose zeal for the propaga- 
tion of their own theories has outrun their pedagogic discretion.* 


* Observations made on the training systems organised by the British Psycho- 
analytical Society during the intervening fifteen years suggest that a still 
greater danger lies in the promotion of a hierarchy of training-transferences. 
The ‘family-tree’ system of training-analysis is a thoroughly bad system, which 
can only end by stultifying research, if not indeed by supplanting theory hy 
dogma. 


PART II 


CLINICAL 
AND THEORETICAL PAPERS 


CHAPTER I 


THE THERAPEUTIC EFFECT OF INEXACT 
INTERPRETATION : A CONTRIBUTION TO THE 
THEORY OF SUGGESTION 


Poe interest in theories of cure 
is naturally directed for the most part to the curative processes occur- 
ring in analytic treatment: the therapeutic effect of other methods is, 
nowadays at any rate, more a matter of general psychological interest. 
In earlier times, of course, it was necessary to pay special attention to 
the theoretical significance of non-analytic psychotherapy. Statements 
were frequently bandied about that psycho-analysis was nothing more 
than camouflaged suggestion: moreover, the fact that analytic method 
was based on experiences derived from situations of rapport between 
physician and patient, for example, in hypnosis, made some theoretical 
differentiation desirable. Most discussions of the “resolution of trans- 
ference’ can be regarded as contributions to this problem, affording a 
rough but serviceable distinction between analytic and other thera- 
peutic methods, And the special studies of Freud* on group psychology, 
Ferenczi} on transference, Ernest Jones} on suggestion and auto- 
suggestion, Abraham§ on Coudism and an unfinished study by Radó || 
on the processes of cure, have given a broader theoretical basis to this 
differentiation. 

Nevertheless we are periodically stimulated to reconsider the rela- 
tions between different forms of psychotherapy, more particularly 
when any adyance is made in analytic knowledge. When such advances 
occur we are bound to ask ourselves, ‘what happened to our cases 
before we were in a position to turn this fresh knowledge to advan: 
tage?’ Admittedly we would not be under this obligation had we not 
previously used terms such as ‘cure’, ‘thorough analysis’, etc., etc. 


* Freud, S., Group Psychology and the analysis of the ego (1922), London: 
Hogarth Press, 

} Ferenczi, ‘Introjection and transference *, Contributions to Psycho-analy- 
sis (1916). 

See E., “The Action of Suggestion in Psychotherapy’; ‘The Nature of 
Auto-suggestion’, Papers on Psycho-analysis, London: Bailliére, Tindall & 
Cox, (1923) 340-81, 382-403. 

§ Abraham, ‘Psycho-analytical notes on Coué’s method of self-mastery’, 
Int. J. Psycho-anal, (1926), 7, 190-213. 

|| Radó, ‘The economic principle in psycho-analytic technique’, Int. J. 
Psycho-anal. (1925), 6, 35-44. 
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But for many years now we have been in the habit of speaking in such 
terms and therefore cannot avoid this periodic searching of heart. 

One possible answer is that the additional information does not 
affect therapeutic procedure at all; that, like M. Jourdain, we have 
been talking ‘prose’ all the time. This certainly applies to a great deal 
of recent work on super-ego analysis, anxiety and guilt. It is true we 
have been able to subdivide resistances into super-ego resistances, ego 
resistances and Id resistance. But we always endeavoured to reduce 
such resistances, even when we had no special labels to attach to them. 
On the other hand when we consider the actual content of repression, 
it is clear that the discovery of fresh phantasy systems set us a`problem 
in the theory of healing. It might be stated as follows: what is the 
effect of inexact as compared with apparently exact interpretation ? 
If we agree that accuracy of interpretation amongst other factors con- 
tributes towards a cure, and if we agree that fresh phantasy systems 
are discovered from time to time, what are we to make of the cures 
that were effected before these systems were discovered ? 

An obvious difficulty in dealing with this problem is the fact that 
we have no adequate and binding definitions of terms. Take for 
example standards of ‘cure’, It may be that the standards have varied: 
that in former times the criterion was more exclusively a symptomatic 
onë: that as our knowledge has increased our standards of cure have 
become higher or broader or more exacting. For example the applica- 
tion of analysis to character processes has certainly increased the 
stringency of therapeutic standards: whether it has given rise to fan- 
tastic criteria remains to be seen. In any case it is generally agreed 
that a distinction between analytic and non-analytic therapeutic pro- - 
cesses cannot be solely or immediately established by reference to 
symptomatic changes. 

Then as to the significance of phantasy systems, it might be sugges- 
ted that presentation content is not in itself primarily pathogenic: 
that the history of the affect only is important in illness, hence that 
the value of fresh discoveries of phantasy content lies solely in pro- 
viding more convenient or rapid access to affective reactions. ‘The 
objection to this view is that it leaves the door open to complete inter- 
pretative distortion or glossing over of repressed content: moreover it 
would deprive us of a valuable distinction between psycho-analytical 
interpretation and pseudo-analytical suggestion. 

Incidentally a somewhat cynical view would hint that fresh dis- 
coveries are not necessarily or invariably accurate, or indeed fresh. 
One is bound to recall here the rapidity with which some analysts 
were able to discover ‘birth traumas’ in all their patients for some 
time after Rank first published his book on the Trauma of Birth, 
and before his theory was officially exploded. A less cynical view is that 
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many new phantasy systems or elaborations of known systems are 
mainly repetitive in nature; repeating some central interest in varying 
idiom, the idiom being determined by stages of libido development 
and ego reaction. According to this view repetitions assist displacement 
and are therefore protectiye: the greater the number of systems we 
discover the more effectively we can prevent defensive displacement. 
We could then say that in the old days affective disturbances were 
worked through under a handicap (viz.: lack of knowledge of the 
variations of phantasy), but that they were nevertheless worked out. 

The next view has some resemblances to the last but brings us 
closer to an impasse. It is that pathogenic disturbances are bound by 
fixation and repression to certain specific systems, but that these can 
be lightened by regression (displacements backwards) to earlier non- 
specific systems (Riickphantasieren) or again by distribution, i.e. for- 
ward displacement to later and more complicated systems of phantasy, 
Even then we could say that legitimate cures were effected in former 
times although under a handicap. But if anyone cared to claim that 
particular neuroses were defences against a specific set of unconscious 
phantasies, related to a specific stage of fixation and that unless these 
were directly released from repression no complete cure could be 
expected, we would be compelled to consider very carefully how cure 
came about in the days before these phantasies were discovered, 

Obviously if such a claim were made, the first step in investigation 
would be to estimate the part played in previous cures by repression. 
This is always the unknown quantity in analyses. It does not require 
any close consideration to see that the rapid disappearance of symp- 
toms which one occasionally obseryes in the Opening phase of an 
analysis (e.g. in the first two or three months) is due partly to trans- 
ference factors, but in the main to an increase in the effectiveness of 
repression. This efficiency reaches its height at one of two points; 
first when the amount of free anxiety or guilt has been reduced, and 
second when the transference-neurosis threatens to bring out deep 
anxiety or guilt together with their covering layer of repressed hate. 
One is apt to forget, however, that the same factors can operate in a 
more unobtrusive way and take effect at a much later date in analysis, 
In this case the gradual disturbance of deep guilt is undoubtedly the 
exciting cause of increased repression. According to this view cures 
effected in the absence of knowledge of specific phantasy systems would 
be due to a general redressing of the balance of conflict by true 
analytic means, bringing in its train increased effectiveness of re- 
pression. 

If we accept this view we can afford to neglect the practical signific- 
ance of inexact interpretations. It will be agreed of course that in the 
hypothetical case we are considering, many of the interpretations 
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would be inexact in that they did not uncover the specific phantasy 
system, although they might have uncovered systems of a related type 
with some symbolic content in common. Nevertheless, we are scarcely 
justified in neglecting the theoretical significance of inexact interpre- 
tations. After all, if we remember that neuroses are spontaneous 
attempts at self-healing, it seems probable that the mental apparatus 
turns at any rate some inexact interpretations to advantage, in the 
sense of substitution products. If we study the element of displace- 
ment as illustrated in phobias and obsessions, we are justified in des- 
cribing the state of affairs by saying that the patient unconsciously 
formulates and consciously lives up to an inexact interpretation of the 
source of anxiety. It seems plausible, therefore, that another factor is 
operative in the cure of cases where specific phantasy systems are 
unknown; viz. that the patient seizes upon the inexact interpretation 
and conyerts it into a displacement-substitute. This substitute is not 
by any means so glaringly inappropriate as the one he has chosen 
himself during symptom-formation and yet sufficiently remote from 
the real source of anxiety to assist in fixing charges that have in any 
case been considerably reduced by other and more accurate analy- 
tical work. It used to be said that inexact interpretations do not matter 
very much, that if they do no good at any rate they do no great 
damage, that they glide harmlessly off the patient’s mind. In a narrow 
symptomatic sense it does not seem a justifiable assumption. It is 
probable that there is a type of inexact interpretation which, depending 
on an optimum degree of psychic remoteness from the true source of 
anxiety, may bring about improvement in the symptomatic sense at 
the cost of refractoriness to deeper analysis. A glaringly inaccurate 
interpretation is probably without effect unless backed by strong trans- 
ference authority, but a slightly inexact interpretation may increase 
our difficulties. Some confirmation of this can be obtained by studying 
the spontaneous interpretations offered us by patients. These are often 
extremely accurate in reference to some aspect of their phantasy ac- 
tivity, more particularly when the interpretation is truly intuitive, i.e, 
is not stimulated by intellectual understanding or previous analytic 
experience. But it will be found that except in psychotic cases, the 
interpretation offered is not at the moment the true interpretation. 
Test this by appearing to acquiesce in the patient’s view and in nine 
out of ten cases of neurosis the patient will proceed to treat you with 
the indifference born of relief from immediate anxiety, The moral is 
of course that, unless one is sure of one’s ground, it is better to remain 
silent. 

The subject is one that could be expanded indefinitely, but I will 
conclude its purely analytic aspect here by giving a brief illustration. 
If we recall the familiar intrauterine phantasies which haye been 
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variously interpreted from being indications of birth traumas to being 
representations of pre-latency genital incest-wishes; or the phantasies 
of attacking the father or his penis in the mother’s womb or vagina to 
which special attention was drawn by Abraham; or again the more 
‘abdominal’ womb phantasies to which Melanie Klein has attached a 
specific meaning and significance, it will be seen that we have ample 
material to illustrate the problem under discussion. I would add only 
one comment by way of valuation. It is that in the absence of definite 
evidence indicating specific fixation at some stage or another, the more 
universally such phantasies are found, the greater difficulty we have 
in establishing their value in any one case. In other words the greater 
difficulty we have in establishing the neurotic option. In terms of a 
recent discussion * of precipitating factors in neurosis, we cannot speak 
of a specific qualitative factor in a precipitation series of events until 
by the uncovering of repression we have proved not only that the same 
factor existed in the predisposing series, but also that it was pathogenic. 


Before leaving this aspect of the subject, and in order to prevent 
misunderstanding, it would be well to establish some distinction be- 
tween an ‘inexact’ and an ‘incomplete’ interpretation. It is obvious 
that in the course of uncovering a deep layer of repressed phantasy, a 
great number of preliminary interpretations are made, in many cases 
indeed cannot be avoided. To take a simple example: it is common 
experience that in the analysis of unconscious homosexual phantasies 
built up on an anal organisation, much preliminary work has to be 
done at a genital level of phantasy. Even when genital anxieties are 
relieved and some headway has been made with the more primitive 
organisation, patients can be obseryed to reanimate their genital 
anxieties periodically. The anal system has for the moment become 
too strongly charged. In such a case the preliminary interpretations of 
genital phantasy would be perfectly accurate and legitimate, but in the 
pathogenic sense incomplete and indirect. If, however, no attempt 
were made to uncover anal phantasies and if genital phantasies alone 
were interpreted, the interpretation would be inexact. If subsequently 
in the course of analysing anal phantasies genital systems were re- 
cathected, and a genital interpretation alone were given, such an 
interpretation would be not only incomplete but inexact. 

A similar situation arises with sadistic components of an anal-sadistic 
system. Preliminary interpretation of the anal component would be 
incomplete: it would not be inexact unless the sadistic element were 
permanently neglected. This particular example is worthy of careful 
consideration: it brings out another point in the comparison of analytic 

* “The Significance of Precipitating Factors in Neurotic Disorder’, a Sym- 
posium held by the British Psycho-analytical Society, May 6, 1931. 
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results obtained in recent times with those obtained in earlier years. 
In the analyses of obsessional neuroses, it can be observed that when 
sadistic components are causing resistance, the resistance frequently 
takes the form of an exaggeration of seemingly erotic phantasy and 
ceremonial. And the patient is only too glad to accept an interpretation 
in terms of libidinal phantasy. The same applies to the defence of 
erotic components by a layer of sadistic phantasy. Now the whole trend 
of modern psycho-analytic therapy is in the direction of interpreting 
sadistic systems and guilt reactions. We are bound, therefore, to con- 
sider whether some of the earlier symptomatic successes were not due 
to the fact that by putting the stress on libidinal factors and only 
slightly on sadistic factors, the patient was freed from anxiety but left 
with unresolved (repressed) sadistic systems, It would be interesting to 
compare the earlier results of analysis of transference and narcissistic 
neuroses respectively with those obtained in recent times. If the view 
I have presented is valid, one would expect to find that in former 
times the results in the narcissistic neuroses were comparatively 
barren, and the symptomatic results in the transference-neuroses more 
rapid and dramatic. As against this one would expect to find better 
results from the modern treatment of narcissistic neuroses and le: 
rapid (if ultimately more radical) results in the transference-neuroses. 
The deep examination of guilt layers might be expected to postpone 
alleviation in cases where the maladaptation lay more patently in the 
libidinal organisation. * 

One more comment on ‘incomplete’ interpretation. Apart from the 
degree of thoroughness in uncovering phantasy, an interpretation is 
never complete until the immediate defensive reactions following on 
the interpretation are subjected to investigation. The same applies to 
an interpretation in terms of ‘guilt’ or ‘anxiety’; the latter is incom- 


* If a companion paper were written ‘on the exacerbating effect of inexact 
interpretation’, it would doubtless he concerned mainly with the result of 
partial interpretation of sadistic phantasy. A common result of disturbing 
guilt systems without adequate interpretation is that the patient breaks off in 
a negative transference. Even if his anxiety symptoms have disappeared he 
may depart with increased inferiority feeling, a sure sign of activated guilt. 
Short of this dramatic termination, there are many other indications of 
active resistance following inexact interpretation. During the discussion of * 
this paper, Miss Searl drew attention to a common source of resistance or stag- 
nation during analysis. It is the interpretation of an Id system in terms of a 
Super-ego system or vice versa. This observation is certainly sound. It can be 
demonstrated experimentally with ease during the analysis of obsessional 
cases. In the early stages of ceremonial formation the protective or cancelling 
(‘undoing’) system is dictated by the super-ego. Sooner or later this is infil- 
trated with repressed libidinal and sadistic (Id) elements. Continuance of the 
‘Super-ego’ interpretation is then ‘inexact’ and if persisted in brings the 
analysis to a standstill. 
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plete until the phantasy system associated with the particular affect 
is traced. The tracing process may lead one through a transference 
repetition to the infantile nucleus or through the infantile nucleus 
to a transference repetition. * 


Turning now to the non-analytical aspect of the problem, there are 
one or two points worthy of consideration. The psycho-analyst has 
never called in question the symptomatic alleviation that can be pro- 
duced by suggestive methods either of the simple transference type or 
of the pseudo-analytical type, i.e. suggestions based on some degree of 
interpretative appreciation. He has of course queried the permanence 
of results or speculated as to the price paid for them in general happi- 
ness or adaptability or emotional freedom. But he could not yery well 
question the occurrence of such alleviations; in his own consultative 
practice the analyst has many occasions of observing the therapeutic 
benfit derived from one or more interviews. Even in this brief space 
he is able to obserye the same factors at work which have been des- 
cribed above, Patients get better after consultation either because 
they have relieved themselyes of trigger charges of anxiety and guilt, 
or because they have been frightened off unconsciously by the possi- 
bility of being analysed or because in the course of consultation the 
physician has made some fairly accurate explanations which are never- 
theless sufficiently inexact to meet the patient’s need, 

Strictly speaking this observation is not an analytical one, but taken 
in conjunction with the earlier discussion of the effect of inexact in- 
terpretation in actual analysis, it seems to justify some reconsideration 
of current theory of suggestion. One is tempted to short-circuit the 
process by stating outright that whateyer psycho-therapeutic process 
is not purely analytical must, in the long run, haye something in 
common with the processes of symptom-formation. Unless we analyse 
the content of the mind and uncoyer the mental mechanisms dealing 
with this content together with its appropriate affect, we automatically 
range ourselves on the side of mental defence. When therefore an 
individual’s mental defence mechanisms have weakened and he goes 
to a non-analytical psychotherapeutist to have his symptoms (i.e. sub- 
sidiary defences) treated, the physician is bound to follow some 
procedure calculated to supplement the secondary defence (or 
symptomatic) system. He must employ a tertiary defence system. 

Theoretical considerations apart, it would seem reasonable to com- 
mence by scrutinising the actual technique employed in suggestion. 
This can be done most conveniently by using a common standard of 
assessment, to wit, the amount of psychological truth disclosed to the 


* Glover, ‘The Technique of Psycho-analysis’ (Journal Supplement No. 3. 
(1928)). (See part I, this volume.) 
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patient. Or, to reverse the standard, suggestive procedure can be classi- 
fied in accordance with the amount of deflection from psychological 
truth, or by the means adopted to deflect attention. 

Using these standards it would no doubt be possible to produce an 
elaborate subdivision of methods, but there is no great advantage to 
be obtained by so doing. It will be sufficient for our purpose to contrast 
a few types of suggestive procedure, using analytical objectivity as the 
common measure. The most extreme form of deviation from objec- 
tivity is not generally regarded as a suggestive method at all. Yet 
there is no doubt that it belongs to suggestive procedure and produces 
very definite results, It is the method of ‘neglect’ combined with 
“counter-stimulation’ employed by the general practitioner or consul- 
tant.* The psychological truth is not eyen brushed aside; it is 
completely ignored. Nevertheless stimulated no doubt by intuitive under- 
standing of counter-irritations and attractions, the practitioner recom- 
mends his patient to embark on activities outside his customary 
routine, He advises a change of place (holiday) or of bodily habit (recrea- 
tion, sport, etc.) or of mental activity (light reading, music-hall, etc.). 
The tendencies here are quite patent. The physician unwittingly tries 
to reinforce the mechanism of repression (neglect) and quite definitely 
invokes a system of counter-charge, or anticathexis. His advice to go 
for a holiday or play golf or attend concerts is therefore an incitement 
to substitute (symptom-) formation. And on the whole it is a symptom 
of the obsessional type. The patient must do or think something 
new (obsessional ceremonial or thought), or take up some counter- 
attraction (anticathexis, cancellation, undoing, expiation). This coun- 
ter-charge system no doubt contributes to the success of the general 
manouvre but the repression element is important. The physician 
encourages the patient by demonstrating his own capacity for repres- 
sion. He says in effect, ‘You see, I am blind; I don’t know what is the 
matter with you; go and be likewise’. 

The next group, though officially recognised, does not differ very 
greatly from the unofficial type. It includes the formal methods of 
suggestion or hypnotic suggestion. Here again the tendency is in com- 
plete opposition to the analytical truth; but the repression aspect is not 
so strongly represented. The suggestionist admits that he knows some- 
thing of his patient’s condition but either commands or begs the patient 
to neglect it (auxiliary to repression). The patient can and will get 
better, is in fact better and so on, To make up for the inherent weak- 
ness of the auxiliary system, the Suggestionist goes through various 
procedures (suggestions or recommendations) that are again of an 
obsessional type. Interest has to be transferred to ‘something else’ 


* Glover, ‘The Psychology of the Psychotherapist’, Brit. J. med. psychol. 
(1929), 9, 1-16. 7 mee a 
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more or less antithetical in nature to the pathogenic interest; and of 
course in hypnotic procedure there are always remainders of magical 
systems (gestures and phrases). 

A third group is distinguished by the fact that a certain amount of 
use is made of psychological truth or analytic understanding, Explana- 
tions varying in detail and accuracy are put before the patient or ex- 
pounded to him. This is followed by direct or indirect suggestion. By 
exhortation or persuasion or implication the patient is led to believe 
that he is now or ought now to be relieved of his symptoms. Auxiliary 
suggestions of an antithetical type may or may not be added. Although 
varying in detail, all these procedures can be included under one 
heading, viz. pseudo-analytical suggestion. And as a matter of fact, 
although the view has aroused much resentment, analysts have made 
so bold as to describe all pseudo-Freudian analysis as essentially pseudo- 
analytic suggestion. The only difference they can see is that no open 
suggestive recommendations are made in the second or third stage of 
the procedure. As, however, the negative transference is not analysed 
at all, and very little of the positive, a state of rapport exists which 
avoids the necessity for open recommendation. Despite this, and pre- 
sumably to make assurance doubly sure, a good deal of oblique ethical 
or moral or rationalistic influence is exerted. 

There is one feature in common to all these methods; they are all 
backed by strong transference authority, which means that by sharing 
the guilt with the suggestionist and by borrowing strength from the 
Suggestionist’s super-ego, a new substitution product is accepted by the 
patient’s ego. The new “therapeutic symptom construction’ has 
become, for the time, ego-syntonic. * 

At this point the critic of psycho-analysis who for reasons of his own 
is anxious to proye that psycho-analysis is itself only another form of 
suggestion, may argue as follows: if in former times analysts did not 
completely uncover unconscious content, then surely the analytic suc- 
cesses of earlier days must have been due in part to an element of 
Suggestion in the affective sense as distinct from the yerbal sense. It 
may be remembered that the old accusation levelled against psycho- 
analysis was that analytic interpretations were disguised suggestions 
of the ‘verbal’ or ideoplastic order. At the risk of being tedious the 
following points must be made clear. Analysis has always sought to 
resolye as completely as possible the affective analytic bond, both 
positive and negative. It has always pushed its interpretations to the 
existing maximum of objective understanding. It is certainly possible 
that the factor of repression (always an unknown quantity) has dealt 

* I have omitted here any detailed description of the dynamic and topo- 
graphic changes involved by the processes of suggestion. These have been 
exhaustively described by Ernest Jones in the papers already quoted. 
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with psychic constructions that were incompletely interpreted, but 
analysis has always striven its utmost to loosen the bonds of repression, 
It is equally possible that when interpretation has been incomplete 
some displacement systems are left to function as substitutes or anti- 
cathexes; nevertheless analysis has always endeavoured to head off all 
known protective displacements. In short, it has never sought to main- 
tain a transference as an ultimate therapeutic agent; it has never 
offered less than the known psychological truth; it has never sided 
with the mechanisms of repression, displacement or rationalisation, 
Having made its own position clear, psycho-analysis offers no counter- 
attack to the criticism. It offers instead a theory of suggestion. It is 
prepared to agree that the criticism might be valid for bad analysis or 
faulty analysis or pseudo-analysis. It adds, however, that bad analysis 
may conceivably be good suggestion, although in certain instances it 
has some misgivings even on this point. For example, it has 
always been poor analysis to stir up repressed sadistic content and then, 
without analysing the guilt reactions fully, to remoye the props of 
displacement. And it has probably always been good suggestion to 
offer new or reinforced displacement substitutes and to buttress what 
tendencies to withdraw cathexis are capable of conscious support. It is 
conceivably bad suggestion or more accurately bad pseudo-analytic 
Suggestion to disturb deep layers of guilt. Presumably a good deal of 
the success of ethical Suggestion and sidetracking is due not only to the 
fact that the patient’s sadistic reactions are given an extra coating 
of rationalisation, but to the fact that the sidetracking activities 
recommended act as obsessional ‘cancellings’ of unconscious sadistic 
formations. * 

In addition to these two factors of repression and substitution there 
is a third fundamental factor to be considered, A great deal of informa- 
tion has now been collected from various analytical sources to show 
that at bottom mental function is and continues to be valued in terms 
of concrete experience. There has of course always been some academic 
interest in the relation of perceptual to conceptual systems, but the 
contributions of psycho-analysis to this subject have been so detailed 
and original that it is for all practical purposes a psycho-analytical 
preserve. For the unconscious a thought is a substance, a word is a 
deed, a deed is a thought. The complicated variations which psycho- 
analysis has discovered within this general system depend on the fact 
that in the upper layers of the unconscious (if we may use this loose 
topographical term) the substance is regarded as having different 
origin, properties and qualities. Put systematically, the nature of the 
substance depends upon the system of libidinal and aggressive interest 

* Ina personal communication Mrs, Riviere has emphasised the importance 
of sadistic factors in any assessment of analytic or suggestive method. 
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in vogue during the formation of the particular layer of psychic 
organisation. 

During the primacy of oral interest and aggression, all the world’s a 
breast and all that’s in it good or bad milk. During the predomi- 
nance of excretory interest and anal mental Organisation, all the 
world’s a belly. During infantile genital phases, the world at one time 
is a genital cloaca, at another a phallus. The overlappings and inter- 
dependence of these main systems give rise to the multiplicity and 
variety of phantasy formations. One element is, however, common to 
all phases, and therefore is represented in all variations of phantasy, 
This is the element of aggression direct or inverted. So all the sub- 
stances in the world are benign or malignant, creative or destructive, 
good or bad. 

Psycho-analysts have shown over and over again that, given the 
slightest relaxation of mental vigilance, the mind is openly spoken of 
as a bodily organ. The mind is the mouth; talk is urine or flatus, an 
ideal is fertile and procreative. Our patients are ‘big with thought’ 
and tell us so when off guard. This has been demonstrated with con- 
siderable detail in the analysis of transference phantasies. An inter- 
pretation is welcomed or resented (feared) as a phallus. Analysts are 
reproached for speaking and for keeping silent. Their comments are 
hailed as sadistic attacks; their silences as periods of relentless depriva- 
tion. In short, analysis is unconsciously regarded as the old situation 
of the infant in or versus the world. An interpretation is a substance, 
good or bad milk, good or bad faeces or urine (or baby, or phallus), It 
is the supreme parent’s substance, friendly or hostile; or it is the 
infant’s substance, returning in a friendly or malignant form, after a 
friendly or hostile sojourn in the world. 

As I have pointed out elsewhere* this innate tendency of the mind 
is a perpetual stumbling-block to objectivity not only on the patient’s 
part but on the part of the analyst. It must be constantly measured 
and allowed for in all stages of analysis. This measurement and un- 
Covering is the essence of transference interpretation. In both trans- 
ference and projection forms it plays a large part in the fear of analysis 
which is uniyersally observed. Only the other day a patient with 
intuitive understanding of symbolism, but without any direct or in- 
direct orientation in analytic procedure expressed the following views 
during the first stage of analysis: words are really urine and the 
stream of urine is an attacking instrument: associations may be either 
unfriendly or friendly urine: interpretation is generally friendly urine, 
except on days when erotic and sadistic phantasies are important: when 
the associations are bad the urine is bad; when the interpretation is bad 


* Glover, ‘Introduction to the study of psycho-analytical theory’, Ini. 
J. Psycho-anal. (1950), 9, 471-84. 
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the analyst is putting bad urine into the patient: the patient must get 
it out or as the case may be the analyst must take it out. Prognostically 
speaking, the situation in this case was not very good, but the material 
was entirely spontaneous. 

As has been remarked this innate tendency of the mind is a per- 
petual stumbling-block to analysis. But what is a stumbling-block to 
analysis may be a key-stone to suggestion. At any rate part of a key 
structure. From the earliest times some appreciation of the significance 
of ‘substance’ has crept into theories of suggestion; it is to be seen in 
the old belief in a ‘magnetic fluid’ and in the quite modern ‘implan- 
tation’ theories of Bernheim and others (ideoplasty). And it seems 
plausible that these, in their time apparently scientific explanations, 
are remote derivatives from a more primitive ‘concrete’ ideology such 
as is to be studied in the animistic systems of primitives, the delusional 
systems of paranoiacs and (given analytical investigation) the trans- 
ference systems of neurotics, Janet, it will be remembered, regarded 
the ‘somnambulistic passion’ or craving as comparable with the 
craving of drug-addicts; and Ernest Jones has pointed out the 
relation of this to psycho-analytic ideas concerning the significance of 
alcohol (Abraham). Discredited or inadequate theories of suggestion 
thus come into their own in an unexpected fashion. They give us one 
more hint of the nature of hypnotic and suggestive rapport. And they 
give us some hint of the therapeutic limits of pseudo-analytic sugges- 
tion. The essential substance, symbolised by words or other medium 
of communication, must be a friendly curative substance. It must be 
capable of filling a dangerous space in the patient’s (body)mind, it 
must be able to expel gently the dangerous substances in the patient's 
(body)mind, or at the least it must be able to neutralise them. In the 
process of neutralising guilt, it must not awaken anxiety. The hysteric, 
for example, must not be made psychically pregnant in the course of 
psychic laparotomy. So the pseudo-analytical suggestionist does well to 
alleviate anxieties before administering his suggestive opiate for guilt. 
And he should steer clear of analysing sadism. The general practitioner 
sets him a good example in his unofficial and unwitting system of 
suggestion. As we have seen, the latter not only weighs in on the 
side of repression and inculcates policies of obsessional anticathexis, but 
he caters for the patient’s fundamental core of paranoia. He doesn’t 
know what is wrong with his patient’s mind but he knows, or thinks he 
knows, what is wrong with his patient’s intestinal system. And he uses 
cathartic drugs or gentle laxatives to drive out the poison, following 
them up with friendly tonics and invigorating haematinics. In this 
way he deals with the paranoidal and dangerous omnipotence systems 
of his patient, without bringing the mind into the matter at all. The 
suggestionist who openly endeavours to deal with mind through mind 
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should remember that in the last resort he must base his suggestive 
interferences on a system of ‘friendly paranoia’. Here again the 
difference between suggestion and true analysis becomes apparent, 
Analysis must at all times uncover this deepest mental system: the 
suggestionist with an eye on his patient’s anxiety reactions must in- 
variably exploit it. 

Conclusion.—There are many other factors in the operation of 
suggestion, concerning which analysis has had or will have much to 
say. But for the present purpose it is unnecessary to go into preater 
detail. Examination of the effect of inexact interpretation in analysis 
focuses our attention on the possibility that what is for us an incom- 
plete interpretation is for the patient a suitable displacement. By virtue 
of the fact that the analyst has given the interpretation, it can operate 
as an ego-syntonic displacement system (substitution-product, symp- 
tom). Applying this to the study of methods of Suggestion, we see that 
suggestion technique varies in accordance with the emphasis placed on 
various defensive mechanisms. All methods depend on the mechanism 
of repression, but as regards auxiliaries to repression there are quite 
definite variations in method. In general, non-analytical types of 
suggestion, by virtue of their complete opposition to the psychological 
truth and the stress they put on modifications of conduct and thought, 
might be regarded as ‘obsessional systems of suggestion’. Pseudo- 
analytical types, although nearer the truth, are yet sufficiently remote 
to operate by focusing energy on a displacement, and in this respect 
might be called ‘hysterical suggestions of a phobiac order’. But the 
most original and in a sense daring technician, who seldom gets credit 
for being an expert in suggestion, is the general practitioner or consul- 
tant. Intuitively he attempts to deal at once with the patient’s super- 
ficial anxiety layers and his deepest guilt layers. He is unwittingly a 
pure ‘hysterical suggestionist’ in the sense that he plumps for repres- 
sion and tacitly offers his own repressions (ignorance) as a model; but 
by his use of drugs he shows intuitive appreciation of the deeper cores 
of guilt which, under other circumstances, give rise to paranoia, And 
he plays the réle of the “friendly persecutor’. He is in this respect the 
lineal descendant of the first magical pharmacologists. 

These conclusions do not pretend to be original. It has long been 
held that hypnotic manifestations represent an induced hysteria, and 
similar suggestions have been made by Radó for the abreaction 
phenomena of catharsis. Abraham considered that states of auto- 
suggestion were induced obsessional systems and of course the induc- 
tion or development of a transference-‘ neurosis’ during analysis is 
regarded as an integral part of the process. Current types of pseudo- 
analytical suggestion have not receiyed the same amount of attention. 
And since they are being employed more and more frequently in 
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psycho-therapeutic circles, it is high time to give them some more 
definite status. In the sense of displacement, the system they endeayour 
to exploit is a phobia system. For the treatment to be successful, the 
patient must develop an ego-syntonic phobia. One might regard this 
form of suggestion as a kind of homeopathy. The suggestionist plays 
the patient at his own game of symptom-formation. 


CHAPTER II 


ON THE THEORY OF THE THERAPEUTIC 
RESULTS OF PSYCHO-ANALYSIS * 


T decision to hold a Symposium on the 
nature of Therapeutic Results is a clear indication that theories on this 
subject which have been generally accepted for so many years are 
either no longer regarded as adequate or no longer entirely acceptable. 
At any rate it will add considerably to our freedom of discussion if we 
admit from the onset that legitimate differences of opinion have arisen 
as to both past and present therapeutic formulations. Moreoyer, to 
judge from earlier analytic controversies it would appear that when- 
ever differences of opinion exist in psycho-analytic circles, two safe 
generalisations can be made: first, that the original views put forward 
by Freud on that particular subject are still the best available and 
second, that as a result of more recent work, these original views are 
capable of, indeed require, more detailed correlation. I should like to 
add that in most cases the first of these two generalisations is the more 
valuable. 

Reviewing earlier literature, there seems to be no question that 
Freud’s original views, simple and schematic as they were, still consti- 
tute the most valuable and permanent contribution to the subject. 
These were in effect (1) the existence of transferences, (2) the develop- 
ment of the analytic or transference-neurosis and (3) the degree to 
which the existence of these two manifestations (and in particular 
their negative forms) is hidden by repression or obscured by projec- 
tion, thus giving rise to resistances. Successful results, Freud held, 
depended on the extent to which these three factors were analysed. 

Later contributions can be divided into two main periods. The first 
of these was concerned for the most part with restatements. The theory 
of transferences and resistances was restated in terms of the newer ego- 
psychology, This led to more copious use of the terms super-ego and 
Id but did not add very much to the earlier clinical conceptions. The 
second and more recent group consists of speculations as to the effect 
of introjection mechanisms on transferences. This expansion of the 
concept of introjection together with increasing recognition of the 


* Being the introduction to a Symposium on this subject held at the Four- 
teenth International Psycho-Analytical Congress, Marienbad, August 4th, 
1956; first published in the Int. J. Psycho-anal., 18 (April-July, 1957), pp. 
Q-: 
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importance in therapeutic processes of fusion and defusion of instinct 
added considerably to our technical range. But apart from this they did 
not widen very much our theory of analytic results except in so far as 
they compelled us to pour old wine into new bottles. Indeed, it might 
also be said that these later phases gave rise to a certain reactionary 
tendency in analytical theory. For it would appear from the contribu- 
tions of various modern writers as if the emphasis placed on early 
phases of introjection and projection had led to a neglect of the funda- 
mental importance of repression, particularly in the later infantile 
years. 

In this brief review I have said nothing so far as to the réle of 
interpretation. The significance attached to interpretation has also 
varied according to the state of analytic theory. Discussions of the 
subject became more lively only after ego-terminology came into 
vogue. Earlier ideas of the unconscious and of the repressed did not 
demand a very recondite view of the nature of the interpretation. The 
analyst was permitted to uncover to the best of his ability the repressed 
pathogenic focus and in particular to correct the faulty repressi 
sequent on regression to a fixation point. In these days it didn’t matter 
very much how he did this so long as he did do it to the point of 
symptom resolution. I cannot help thinking that as we come to know 
more of mental development and as we become more ambitious in our 
therapeutic aims, we are prone not only to become more obscurantist 
in our therapeutic ideology but to overestimate the refinement of our 
labour. 

Yet I have no doubt at all that our therapeutic theory should keep 
step with our newer clinical understanding. For many years I have 
advanced the view that increased understanding of the etiology of 
psychopathological states depends on increased knowledge of the stages 
of mental development. I believe for example that the obsessional 
neuroses date in most instances from about the age of two years, that 
they constitute a pathological oyer-emphasis of a normal obsessional 
phase, that this normal phase is intended to consolidate ego develop- 
ment and render the ego less sensitiye to violent alterations of pro- 
jective and introjective phases. According to this view it is essential 
that our theory of therapeutic results should keep pace with the com- 
plexity of ego-development and with the complexity of our etiological 
formulae, 

Take for example, earlier views regarding transference and trans- 
ference resistance (both positive and negative). Although these earlier 
views were and, as I have suggested, are still profoundly accurate, they 
no longer reflect adequately our Knowledge of mental development. 
They were influenced for the most part by our understanding of one 
unconscious mechanism, that of displacement. And that is not quite 


10n con- 
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good enough for us now. An adequate conception of transference must 
reflect the totality of the individuals development. The patient it is 
true displaces or transfers massively but he displaces on to the analyst 
not merely affects and ideas but all he has ever learnt or forgotten 
throughout his mental development. Analysing the transference for 
theoretical purposes we should find a complete reflection of the un- 
conscious ego, a complete reflection of its mechanisms and patterns, of 
its affects and consequently of the instincts it has to control or satisfy, 
Therapeutic results must depend in principle on precisely the same 


Jactors that can be found operative throughout infancy up to and 


including puberty. In other words, transference is not an example of 
a single mechanism but a repetition of infantile development, and 
must include a multiplicity of factors. 

The task of assessing which factors are Operative in all cases and 
which are characteristic of specific cases is, I take it, the task we are 
faced with to-day. Fortunately it is not difficult to make some simple 
generalisations on the subject. There are three main therapeutic 
approaches in analysis (1) the analysis of mental mechanisms with 
which goes in most but not all cases, the analysis of layers of ego- 
structure, * (2) the analysis of affects. Any attempt to modify these 
affects involves simultaneously (3) the analysis of instinct quantities and 
movements which include the phenomena of libido fixation and regres- 
ston and the analysis of fusions of libido and aggressive impulse. 

For practical purposes the analysis of mechanisms inyolyes the un- 
covering and correction of faulty repression, displacement and reaction 
formation and the modification of the projection-introjection group of 
mechanisms. There are doubtless others to be considered but we hear 
very little of them, know little about them and have done little work 
on them. ‘The analysis of mechanisms is interesting because, whether 
or not they exist as tendencies from early infancy, there is in my 
opinion a hierarchy of such mechanisms or, if not a simple hierarchy, 
then a series of developmental phases in which certain combinations 
of mechanisms are characteristic. It has often been maintained that 
depressions, obsessional neuroses, hysterical phobias, etc., exhibit 
characteristic mechanisms, but the bearing of such observations on 
psychoanalytical technique has not been emphasised. If the view is 
correct that all psychopathological states can be arranged in a deyelop- 
mental sequence, and if, as I suggest, there is a corresponding series of 

* The chief exception to this is the analysis of negative or denial mechan- 
isms such as repression. Repression may have, as Freud suggested, a specific 
relation to the genital phase of object relation and so prove to be the most 
significant mechanism in hysterical symptom formation. On the other hand 
repression leaves few traces by which it can be dated and the concept of 
primary repression in particular suggests that it plays a considerable part in 
earlier phases. 


570 TECHNIQUE OF PSYCHO-ANALYSIS 


characteristic mechanisms, it follows that our therapeutic success must 
depend to some extent on the degree of efficiency with which we 
correct the mechanisms characteristic of any one case. This implies a 
certain need for specialisation in analytic work, a state of affairs which 
seems in any case inevitable. It has long been known that some analysts 
get better results with some clinical types than with others. Naturally 
this view does not involve any neglect of the dynamic conditions that 
lead to exaggerated functioning of mechanisms. It merely emphasises 
the necessity of taking mechanisms into account when assessing 
therapeutic factors. 

And here arises a question which has been raised by Schmideberg 
amongst others, namely, how do we correct these mechanisms? On 
the answer to this question depends our whole valuation of the process 
of interpretation. It is sometimes forgotten that interpretation as origi- 
nally conceived was intended to correct excessive or faulty function 
of repression by introducing preconscious links. It is too easily assumed 
that this applies with equal force to other mechanisms. Clincally we 
know that the reaction formations and displacements of obsessional 
neurosis are much more refractory to interpretation. And the products 
of projection and introjection exhibit a resistance to interpretation 
which is almost equal to that of a well-established sublimation. It 
would seem that we must credit therapeutic effect in such instances 
not solely to interpretation but to interpretation in combination with 
other factors. The humane relation in the transference and the toler- 
ance of the analyst towards instinct derivatives in the first place en- 
courages the freer use of primitive mechanisms, allows a dosed rather 
than an undosed or uncontrolled abreaction of affect and then, through 
freer expression of affect, counteracts repression and projection, 
Naturally we cannot divide these processes too sharply. They are inter- 
related. Instead of a vicious circle, we have a benign progression, In 
contradistinction to suggestion, there is no factor of instinct-inhibition 
present. 

This situation could, of course, be described in a number of ways. 
It could be expressed first of all in terms of ego-structure, laying emphasis 
on the modification of the super-ego by means of fresh introjections 
on the part of the patient. Modification of the super-ego has long been 
regarded as a standard factor in therapeutic success. In recent years 
this has come to include modification of earlier and more archaic pro- 
cesses of introjection and the point has now been reached where—as 
indicated by Strachey—the dosed introjection of good objects is regar- 
ded as one of the most important factors in the therapeutic process. 
I cannot help feeling that this tendency has been exaggerated as the 
result of a preference for ego terminology and a bias in favour of 
‘deep’ interpretations. It is thus a one-sided ‘topographic’ view of the 
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process. In any case it should be added that the combination of two 
factors (a) interpretation and (b) the transference factors, permits a 
freer expression in consciousness of instinct energies which in turn and 
in consequence can be more freely sublimated or displaced and so 
again relieve mental tension. 

It is clear that the therapeutic situation must be described also in 
terms of affect and instinct. We can say that the combination of inter- 
pretation and transference security encourages a temporary defusion 
of earlier and pathogenic fusions of instinct and permits gradually a 
fresh fusion. Fresh fusions are more easily displaced and lead therefore 
to more adequate adaptations. Without this defusion and refusion, the 
alterations necessary for cure of obsessional neuroses and early psy- 
choses cannot be brought about. They may take place in mild hysterias 
but so far as I know in no other psychopathological state. I need hardly 
add that the quantities of energy concerned in such movements, com- 
pared with the quantities present in the total psyche, are quite 
marginal. Yet these marginal changes are sufficient to produce very 
considerable effect. It is difficult to over-estimate the amount of work 
performed by various mechanisms when they are not interfered with by 
affects of anxiety and guilt. It is supposed to be heterodox to suggest 
that many rapid therapeutic successes are due to the increased effi- 
ciency of repression or to wider displacements or to fractional projec- 
tions taking place after marginal alleviation of anxiety. But I don’t 
think it is really a question of orthodoxy or heterodoxy. It is a ques- 
tion of fact. Mechanisms are not in themselves pathogenic—the 
instinct quantities with which they have to deal may be. I ought 
to add here that in addition to the freeing of libido and its use for 
better displacement, sublimation and adaptation, the freeing of ageres- 
sive energies can be used for better organisation of the Id* and more 
accurate ventilation in the external world in the form of adapted 
activities. What the archaic super-ego loses the preconscious ego gains 
and—this is by no means to be despised—the object gains, 

The third line of approach to this subject lies in a study of the effect 
of instinct movements in particular those concerned with regression. 
We know that regression is a normal process which all persons exploit 
at least every hour of the waking day. We know on the other hand 
that regressions lead to the most severe pathological states. It is easy to 


* This apparent contradiction in terms, for at no given time is the Id itself 
organised, refers to the fact that both ego and super-ego are organisations 
derived from experiences of Id tension, forming a cortex for the Id, a screen 
through which Id excitations must pass, in varying degrees of modification, 
The more archaic the ego or super-ego the less the modification of instinct; 
hence the analysis of instinctual crises offers a fresh opportunity of expanding 
the cortex of the Id, a marginal expansion, it is true but often sufficient for 
therapeutic purposes. 
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assume therefore that beneficial effects can be produced in the process of 
transference regressions. Exactly how this comes about is difficult to 
say. Our answers so far are very unsatisfactory. We can say, for exam- 
ple, that the regression takes place in the presence of a better compo- 
site family figure, to wit, the analyst, who endures the patient’s 
projections and is therefore in course of time (a longer or shorter time 
according to the case) introjected. But that whilst correct enough is 
rather a self-satisfied explanation on the part of the analyst and 
depends a little on his enthusiasm for his own interpretations. We 


cannot answer this question because we really know yery little of the 
mind of the child during the first eighteen months or two years. The 
clinical observations brought forward by Bychowski as to the nature 
of regressions in hypoglycaemic states seem to me to be capable of 
explanation in terms of a regression which becomes therapeutic be- 
cause of the presence of a better and more reassuring object —the 
physician or analyst, who refrains from copying the behaviour of his 
patient. This would suggest that in the deeper pathological states, a 
prerequisite of the efficiency of interpretation is the attitude, the true 
unconscious attitude of the analyst to his patients. As a rule, analysts 


are afraid to discuss this matter lest they should lay themselves open to 
the charge of hinting that deep down at the core of the analytic relation 
the factor of reassurance through rapport may be decisive. This fear 
is surely groundless—there is no need now to be afraid of charges of 
suggestion through interpretation, provided, of course, the interpreta- 
tions are accurate. This has nothing to do with the fundamental psychic 
relations between all human subjects and objects. It is obvious that many 
people cure themselves through their unconscious human contacts. 
What this deepest relation is we cannot say because we do not know. 
It is no doubt plausible that rapport depends on the nature of carly 
introjective and projective processes in patient and analyst respectively, 
but this explanation, if accurate, would not diminish the therapeutic 
significance of states of primitive rapport in any one analysis. 
Considerations of this sort indicate how necessary it is to examine 
anew the factor of “working through’ (durcharbezten) of which so much 
less has been heard in recent years. According to Freud this process 
deals with the resistance of the Id and occurs irrespective of immedi- 
ate interpretation. The slowness of the process is an indication that the 
determining factors must also operate very gradually. These factors 
are (a) gradual psychic reassurance, (b) gradual new introjections. (c) 
fractional projections given assent to by the ego, * (d) gradual widening 


* I have never been able to see why a wider distribution of projective pro- 
cesses should not have as beneficial an effect as the correction of archaic intro- 
jections. There is an unwarranted tendency to disapprove of projection as if it 
were a bugaboo rather than a mental mechanism. 
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of the range of displacements leading gradually to new adaptations— 
in short, a gradual progression rather than continued regression of 
fusions of libido and aggressive impulses. In many endlose Analysen 
of which we hear more and more nowadays, it is an open question to 
which of these factors the ultimate result is due. * I think the decision 
on this point should solve the old problem of when to terminate an 
analysis. The danger of the long analysis is largely that we gamble on 
unconscious adaptation rather than analytic procedures, and although 
the patient cannot complain of this slow ameliorative process the 
improvement itself is difficult to assess in specific terms. 

For these among many reasons, I feel that a symposium on the 
‘Theory of Therapeutic Results should not be limited to a discussion of 
alleged specific factors in the analytic process. It must take into account 
and assess the value of all factors in the analytic situation, otherwise 
it becomes mere special pleading. Convincing proof of the multiplicity 
of factors operative in therapeutic results is contained in the results of 
a Questionnaire sent a few years ago to all British practising analysts. 
It is, of course, taken for granted that there are good and bad analysts, 
experienced and inexperienced analysts; it is also well known that an 
analyst who is poorly orientated theorectically, can still be a good 
therapeutic analyst. But here in Britain we discovered that a number 
of orientated and practising analysts holding to the fundamental prin- 
ciples of psycho-analysis varied in their methods in every imaginable 
way, method of interpretation, depth, frequency, type, length of 
analysis and so on. Yet so far as I can ascertain the results obtained 
by these various methods appear to be much the same. No doubt this 
generalisation allows too ample a margin for error in estimating 
results. Indeed, it appears to me that before holding this symposium 
on the theory of results, we ought to have held a preliminary session 
on the actual results of analysis. I believe that it would be worth while 
if all Branch Societies were to prepare for a fresh discussion by sending 
out similar Questionnaires. When we have ascertained as exactly as 
possible the methods used and the actual results obtained, we can 
proceed with more confidence to a restatement of the theory of results. 


* It is clear that very little discrimination is exercised in the assessment of 
analytic results. A prolonged analysis which comes to include the whole period 
of the climacteric can scarcely be regarded as comparable with an analysis of 
equal duration in the early twenties. The therapeutic effect of the climacteric 
cannot be discounted. 


CHAPTER II 


THERAPEUTIC CRITERIA OF 
PSYCHO-ANALYSIS * 


ee thirty years ago Hanns Sachs, that past- 
master in the finesse of expectant analysis, was wont to say that even 
the deepest analysis did no more than scratch the surface of an uncon- 
scious continent. Some fifteen years later a prominent analyst in this 
country expressed the diametrically opposite view that no analysis 
could be regarded as satisfactory that did not uncover the infantile 
depressive position, a stage of organisation which, I now gather, is held 
by some to develop during the first few months of post-natal life! To 
this sweeping generalisation an enthusiastic colleague, at a time when 
there were between thirty and forty practising analysts in Britain, 
added the esoteric rider that the number of analysts who could compass 
this feat could easily be counted on the fingers of one hand. 

About twenty years ago, I circulated a questionnaire with the inten- 
tion of ascertaining what were the actual technical practices and work- 
ing standards of analysts in this country. Full replies were obtained 
from twenty-four of twenty-nine practising members, from the exami- 
nation of which it transpired that on only six out of the sixty-three 
points raised was there complete agreement. Only one of these six 
points could be regarded as fundamental, viz. the necessity of analysing 
the transference; the others concerned such lesser matters as the inad- 
visability of accepting presents, avoidance of the use of technical terms 
during analysis, avoidance of social contacts, abstention from answering 
questions, objection to preliminary injunctions and, interestingly 
enough, payment for all non-attendances, a ruling which, I am glad 
to know, is nevertheless honoured by many in the breach. 

Since that time and despite many symposia on the subject, there is 
no evidence that even an approximate consensus of opinion on thera- 
peutic criteria has been reached. On the contrary, eyen if we exclude 
such schisms as arise from the plain abandonment of psycho-analytical 
principles, the tendency to fission within analytical groups in this and 
other countries has come to affect more and more the criteria that 
should goyern psycho-analytical therapy. These fissions can on the 
whole be traced to two main factors, first, the increased pressure of 
social demand for psycho-therapy, giving rise in turn to a desire on the 

* Read at the 18th International Psycho-Analytical Congress in London in 
July 1955: first published in the Int. J. Psycho-anal. (1954), 35, pt. 2. 
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part of many analysts to supply the demand by shortening the 
unconscionable length of many analyses; and, second, the develop- 
ment of fundamental differences regarding analytical theory and 
etiology. 

The first of these factors has no doubt been reinforced by the increase 
in size of analytical groups, which have been infiltrated to an increasing 
extent by psychiatrists and pediatricians and, although at a subordinate 
level, influenced by social, educational and even academic psycholo- 
gists, who, imported into team-researches, have brought with them the 
descriptive techniques and statistical traditions of their own sciences. 
Thesituationis well epitomisedin the demand of Alexander and French * 
that the technique should be adapted to the illness, not the illness to the 
technique, and, à propos of their so-called ‘flexible technique’, the 
sweeping but, alas, untenable proposition that “every therapy which 
increases the integrative functions of the ego should be called psycho- 
analytic no matter whether its duration is for one or two interviews, 
for several weeks or months, or for several years’. 

The second factor, namely, the development of fundamental theo- 
retical differences, is farther reaching in effect. We need not go afield to 
find psycho-analytical societies riven by such differences, with extreme 
groups holding mutually incompatible views, the opposing sections 
being held in uneasy alliance by ‘middle groups’ whose members, as 
is the habit of eclectics the world over, compensate themselves for their 
absence of originality by extracting virtue from their eclecticism, 
maintaining, either implicitly or explicitly, that, whether or not prin- 
ciples differ, scientific truth lies only in compromise. Despite these eclec- 
tic efforts to maintain a united front to the scientific or psychological 
public, it is obvious that in certain fundamental respects the techniques 
practised by the opposing groups must be as different as chalk from 
cheese. 

When to all this we add the claims of some hypno-analysts, narco- 
analysts, play and pedagogic therapists and sometimes even group- 
analysts that, if their techniques are regulated by analytical knowledge 
and understanding, these too may be included under the heading of 
psycho-analysis, it will be apparent that there is some justification 
for reviewing at Congress intervals the state of our therapeutic 
criteria, 

But first of all it is necessary to consider the almost unique obstacles 
that confront anyone who seeks to pursue this investigation, the most 
important of which are indeed rarely referred to in the customary 
symposia on the subject. Pre-eminent amongst these are the seduously 
cultivated assumptions that participants in such discussions hold 

* Alexander and French, Psychoanalytic Therapy (1946), New York: 
Ronald Press. 
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roughly the same views, speak the same technical language, follow 
identical systems of diagnosis, prognosis, and selection of cases, prac- 
tise approximately the same technical procedures and obtain much the 
same results, which incidentally are, by common hearsay, held to be 
satisfactory. 

Not one of these assumptions will bear close investigation. We have 
next to no information about the conduct of private analytic practice 
which up to the present is much more extensive than clinic practice. 
Moreover, such figures as are published regarding clinic practice would 
in the majority of cases be rejected as valueless by any reputable statis- 
tician, uncorrected as they are for methods of diagnosis and selection, 
for length of treatment, for method of treatment, for after-history and 
for spontaneous cure. Indeed apart from an occasional reference to a 
case that may have remained well for some years, we have no after- 
histories worth talking about. Certainly no record of failures. This 
absence of verifiable information, when added to the loose assumptions 
I have already set out, fosters the development of a psycho-analytical 
mystique which not only baffles investigation but blankets all healthy 
discussion. 

I have included therapeutic efficacy in the list of unwarranted 
assumptions, not because I believe results constitute a reliable check on 
therapeutic criteria, but because a defensive reserve on this subject 
has contributed more than any other factor to perfectionist notions 
regarding the wide therapeutic applicability of psycho-analysis, and 
consequently to assumptions regarding the criteria of psycho-analysis 
that are at the same time perfectionist, undefined and uncontrolled. 

Incidentally in a recent review of recorded psycho-therapeutic 
results, made by Eysenck * for polemical purposes of his own, the author 
found that the percentage of cases ‘cured’, ‘much improved’, and 
‘improved’ by psycho-analysis was 44 per cent+ of 750 as compared 
with 64 per cent of 7,293 cases treated by eclectic methods of general 
psychotherapy; and he quotes Denker who found that 72 per cent of 
500 cases not treated by special psychotherapy recovered within a 


* Eysenck, H. E., The Scientific Study of Personality (1952); London: Rout- 
ledge and Kegan Paul. i 

+ By making allowances for cases that did not complete treatment, Eysenck 
subsequently raised this figure to 66 per cent. It is probable, however, that 
this correction is too wide and that, as far as clinic treatment is concerned, 
the figure of 50 per cent is fairly representative. Moreover the inclusion of an 
‘improved’ group artificially inflates such statistics. No distinction is made 
between ‘symptomatic’ improvement and a ‘general’ improvement such as 
might occur without psycho-analytic treatment. We may be pretty certain 
that unless the case is marked as ‘much improved’, the therapeutic result is 
not satisfactory, making due allowance, of course, for the possibility that some 
Cases are selected in spite of a poor prognosis. 
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period of two years and 90 per cent within five years! Granted that 
such surveys are far from accurate, if only because no common stand- 
ards of selection are employed, nevertheless it is clear that if thera- 
peutic results constituted a criterion of the validity of the theories on 
which treatment is based, and if the general trend of Eysenck’s figures 
is even approximately accurate, then theories of suggestion would rank 
high as explanations of mental activity and theories of the social (en- 
vironmental) causation of neuroses would receive substantial rein- 
forcement. Even so it would still be an open question whether the 44: 
per cent credited to psycho-analysis were strictly psycho-analytical 
results, for in a considerable number of instances the length of the 
treatment did not exceed five months’ duration, a period which most 
analysts in this country would nowadays regard as indicative of a pre- 
maturely interrupted analysis. However that may be, absence of 
correction for variable factors adds urgency to the problem of criteria, 
in particular the necessity to establish fixed methodological standards; 
for clearly if to the welter of clinical variable we add a number of 
methodological variables, we cannot attach any scientific significance 
to general impressions or assumptions regarding any form of psycho- 
therapy. 

Having excluded the factor of therapeutic efficacy we are left with 
about twenty-four main factors with which to attempt a definition or 
standardisation of psycho-analytical therapy. * For convenience in pre- 
sentation these can be ordered in three main groups; namely, meta- 
psychological, clinical and methodological. Needless to say the allocation 
of factors to each of these headings is somewhat arbitrary; for many 
of them, transference analysis for example, could be assessed under all 
three headings. 

Beginning with metapsychological criteria: these can be arranged 
roughly in two sub-groups, depending on whether they are based on 
theories of general mental function or on theories of symptom-forma- 
tion (in other words, on etiological considerations). Of the general 
metapsychological factors, namely, dynamic, structural, and economic, 
the economic provide the least satisfactory criteria; for although the 
state of repression is still the determining factor in symptom-forma- 
tion, and the most elusive of all conditions of defence, recognition of 
the part played by other auxiliary mechanisms no longer permits us 
to rate the reduction of amnesias as one of the main clinical checks on 
the analytic process. Here the argument is complicated by etiological 
considerations and by the fashions of analysis. Regarded etiologically 
it is legitimate to distinguish, for example, between the therapeutic 
importance of repression factors operating in anxiety hysteria and the 
importance of introjection factors that operate in depression. On the 

* See Appendix to this paper. 
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other hand a good deal of the emphasis currently laid on introjection 
factors reflects a theoretical as distinct from a clinical bias. If therefore 
we do apply economic criteria we must decide first to what extent it is 
a legitimate technical device to single out certain mechanism, patho- 
genic or otherwise, for exclusive analytical attention; and second 
how far analysis depends on abreaction or on readjustment of 
defence mechanisms, the test case being of course that of the 
transference. 

The position of the psycho-somatic and of so-called traumatic states 
adds urgency to the problem whether economic analysis is pursued 
for the purpose of bringing about structural changes or for the relief 
of dynamic (functional) stresses. For example, the relieving of func- 
tional stresses, even when based on analytical understanding, is not 
specifically an analytical procedure, although, particularly in the psy- 
choses, it may well constitute an essential preparatory stage of analysis, 

Secondly, although the dynamic criterion would appear to provide 
the most appropriate measure of a psycho-analytical situation, it is, 
after the economic criterion, the most indefinite and ill-defined meta- 
psychological standard. It is unsatisfactory in the first place because of 
differences regarding the respective rôles of libido and aggression in 
symptom-formation, differences which are expressed in the modern 
tendency to separate the analytical sheep from the goats in accordance 
with the degree to which they ‘analyse the aggression *, to use the cant 
phrase, In the second place it blurs the distinction between analytical 
and non-analytical therapy, as is seen in the case of Alexander’s substi- 
tution of the term ‘Dynamic Psychiatry’ for psycho-analysis. All 
psychotherapy is an exercise in mental dynamics, yet transference 
exploitation differs radically in principle and practice from transference 
analysis. In the third place its exclusive application tends to sidetrack 
the question of stages in analysis. 

The concept of stages is essentially a structural and det elopmental 
concept, yet cannot be avoided; for even if we say that psycho-analysis 
is only a process of mental scratching we must admit that both quan- 
titatively and temporally it must have at least three phases, a beginning, 
a middle and an end. Libido and transference analysis also predicate 
at least three Stages; and if we use ego and super-ego standards, a 
much larger number of stages could be indicated. Even if we base our 
description of the analytic situation on the relation between primary 
and secondary processes, there must be a phase of uncovering the primary 
Processes, a phase of maximal analysis of the uncovered and a ter- 
minal phase during which the field is gradually left to the secondary 
processes. If, however, we agree on the existence of stages then no 
therapy that does not pass through these stages can strictly be called 
a psycho-analysis. For what it is worth my impression is that the 
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majority of analyses are discontinued rather than terminated in the 
technical sense, that is to say they never pass through a terminal stage, 
and that a large proportion of those allocated, on the strength of in- 
creased social adaptation, to the ‘improved’ group are strictly speaking 
‘stalemate analyses’, 

For reasons of space I have not subdivided the structural group, 
although it is obyious that structural factors, though by no means 
foolproof, offer the most ready means of standardizing psycho-analyti- 
cal technique. It is clear, however, that if we concentrate on ego- 
criteria, we require not only a wide extension of our concept of stages 
but more precise standards of diagnosis, prognosis and selection of cases, 
To put the situation as simply as possible: if we distinguish between 
ego-analysis and super-ego-analysis and if we recognise stages in the 
development of both ego and super-ego, at any one of which specific 
disorders may haye their major fixation-points, we have added con- 
siderably not only to the total number of therapeutic criteria but to 
their selective application. In principle an analysis that neglected the 
appropriate level could then be disqualified as a true analysis, though 
not of course as a useful non-analytical procedure. 

Perhaps the most fundamental issue, involving both dynamic and 
structural criteria of psycho-analysis, is the Zevel of structural organisa- 
tion below which transference analysis in the accepted sense is not 
Possible, This is of greatest significance in the analysis of the psy- 
choses where the fate of treatment may well be settled by primitive 
types of transference within the first few sessions, but it is important 
also to discover how far these factors play a part in the ordinary run 
of analyses. To be sure, the existence of ‘archaic’ unanalysable trans- 
ferences would not reflect on the transference analysis of later levels; 
we could still maintain that psycho-analysis differs from other psycho- 
therapeutic methods to the extent that such transferences as can be 
analysed are analysed. In this connection we must treat with con- 
siderable reserve the usual lecture-room assumptions that in a full 
analysis all transferences are invariably and fully analysed. Experience 
of the post-analytic reactions of candidates is of itself definite proof to 
the contrary of this proposition. 

Finally we must come to some conclusion as to the significance of 
ego-education. By this I do not mean the total effect of analysis on the 
immature parts of the ego that are partly responsible for mental dis- 
order, but specifically the processes of ‘working through’ and of “ego- 
education’ which figure commonly in the analysis of adult character 
cases and in child analysis respectively. These are processes in which 
transference influences play a vital part and it is therefore important 
to distinguish legitimate analytical varieties from occult suggestion. 
If, for example, ‘working through’ takes the form of elaborating over a 
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prolonged period a system of pre-selected interpretations, and if these 
are not in fact the appropriate interpretations, the treatment auto- 
matically becomes transference therapy and cannot strictly be called 
psycho-analysis. On the other hand, working through can be regarded 
as a legitimate process of “ego-education’ to be distinguished from 
those forms of ego-education which in the case of children are some- 
times introduced as a preliminary to analysis. Stages of ego-pedapogy 
may often be unavoidable and indeed highly desirable, but it is open 
to doubt whether an analysis commenced in this way. ever achieves 
the status of a true analysis even in its later stages. If it does not, the 
results obtained by such pedagogic analysis or analytical pedagogy 
should be recorded separately. 

Turning to criteria based on theories of symptom-formation, it is 
sufficient to suggest that no analysis that does not reverse the order of 
symptom-regression, from introyersion to return of the repressed and 
compromise-formation, can be called a psycho-analysis. If, on the other 
hand, we assess the symptoms in more general terms of constit utional, 
predisposing, and precipitating factors, we have still to distinguish 
between on the one hand analyses that deliberately confine themselves 
to the relation between precipitating factors and the immediate pre- 
disposition that leads to symptom-formation, and on the other hand 
those expectant analyses that take the whole field of mental function 
as their base of operations. 

These are matters that are best discussed under the second main 
heading—clinical and psycho-pathological. Here we are immediately 
immersed in the problem of what degree of direction, control, or 
modification of technique can be exercised without forfeiting the right 
to use the term psycho-analysis, Clearly those modifications necessitated 
by the type of disease (e.g. the psychoses and psycho-somatic states) 
and by the medical necessity to safeguard such of the patient’s interests 
as he is himself incapable of safeguarding would not disqualify the 
total technique, provided they did not abrogate the procedures of 
association, interpretation, transference-analysis, and resistance-analy- 
sis, in other words, provided they served to keep open and extend the 
analytical situation, rather than contract and focus the analysis. Even 
so we would again have to decide whether resistance-anal ysis refers to 
specific resistances by which the symptom-formation is immediately 
buttressed or to the total functional defences of the mind. This I sup- 
pose was in part the issue that Alexander had in mind when he recom- 
mended in all but severe chronic neuroses the use of a ‘flexible’ as 
opposed to a ‘standard’ technique. The issue is of course a legacy from 
the days of purposive “complex analysis’ and “symptom analysis’ and 
at the same time a mute protest against the futility of many ‘expectant 
analyses’. Fundamentally it raises the whole problem of clinical selec- 
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tion of cases, a problem which again cannot be solved until we have 
trustworthy statistical data on the subject. This problem of ‘selective 
analysis’ is one that cannot be burked. There is no doubt that under 
the terms of ‘expectant analysis `’, only clinical standards of resistance 
can prevent the whole range of mental development being drawn into 
the analytic orbit. But ‘general’ resistances, which are in any case 
characteristic of normal mental processes, can with some right be dis- 
tinguished from ‘specific’ resistances, and until we do make such dis- 
tinctions, it is difficult to lay down resistance criteria. Of this we may 
be certain, that if the psycho-analysis of a given psychic disorder in- 
volves the uncovering of all stages of mental development or of all 
ego-nuclei, then few of the cases which are commonly rated as ‘com- 
plete analyses’ have any real claim to be so designated. 

Regarding ‘active analyses’, which must be distinguished from 
‘selective’ analyses, one generalization may be permitted, viz. that 
those modifications, which are not justified by symptomatic considera- 
tion and which reflect a need on the part of the analyst to deliver him- 
self from a stagnant or stalemate analysis of a badly selected case, 
constitute an abandonment of psycho-analytical technique. Nor can 
we include under the heading of psycho-analysis such play-techniques 
as have recently been advocated by Rosen* for use in the psychoses. 
For although it may be argued that they are dictated by clinical neces- 
sity and although they may be founded on psycho-analytical under- 
standing, they correspond more to the psycho-drama techniques of the 
eclectic and to those pedagogic play techniques that are now mustered 
in eclectic child guidance clinics throughout the country, and which 
depend mainly on transference exploitation. 

At this point we may conveniently pass to the third or methodo- 
logical group of criteria. Leaving out of account hypno-analysis and 
narco-analysis, for these are in the last resort only refined modifications of 
hypnosis and narco-therapy, what, we may ask, are the modifications of 
the technique of association, interpretation, transference-analysis, and 
resistance-analysis which forfeit the title of psycho-analysis. Regarding 
association we may say that when for any reason association is suspended 
analysis is suspended, and except in psychotic crises where the primary 
processes have already seized the approaches to consciousness, suspension 
of the association rule stamps the total technique as non-analytical. 

On the issue of interpretation little doubt can exist. Analysis stands 
or falls on the accuracy of interpretation. It is over twenty years since 
I pointed out that inexact interpretation, whether therapeutically 
effective or not, is a form of suggestion. When therefore any two 

* Rosen, Psychiatric Quart. (1947), 21, 3. 

t Glover, ‘The Therapeutic Effect of Inexact Interpretation’, Int. J. 
Psycho-anal., 12, 1951. (Part III, Chapter I, this volume.) 
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analysts or groups of analysts hold diametrically opposed views on men- 
tal mechanisms and content, it is clear that one of them must be practis- 
ing suggestion. Reinforced by transference throughout an analysis of 
some years’ duration, the power of this suggestion must be well nigh 
irresistible. Without question this problem of ‘continuous inexact in- 
terpretation’ is the most urgent of those confronting investigators of 
therapeutic criteria. No amount of casuistic argument, e.g. that ana- 
lysts must be allowed considerable latitude in their handling of cases, 
can set it aside. It is for this reason in particular that we must include 
the analysis of the analyst among the technical modifications which 
determine whether any practitioner does or does not practise psycho- 
analysis. For it is inherently improbable that an acolyte nourished for 
years on a particular tradition of interpretation will ever have the 
courage to confess the failure of his training and set about a sound 
analytical re-orientaton. On the contrary he is much more likely to 
preserve his self-respect by maintaining a fanatical conviction of the 
special virtues of the traditions on which he has been nourished. 
Coming now to variations in the handling of the ‘transference’, a few 
generalizations may be permitted: first, and most obvious, that without 
transference analysis, no psycho-therapy can be called psycho-analysis: 
second, that so-called control of the transference through attitudes of 
the analyst (i.e. counter-transference) is simply rapport therapy; and 
third, that standards based on the development of a ‘transference- 
neurosis’ within the analytical situation are applicable only in the 
clinical transference neuroses (the hysterias and obsessional neuroses). 
Passing over the methodological aspects of resistance-analysis, of 
active methods, of the singling out of instinctual factors, or of par- 
ticular mechanisms, and of the totality or completeness of analysis, 
to all of which brief reference has already been made, we are left with 
the factors of length and continuity. As regards length, which is fre- 
quently but erroneously held, especially by those who conduct analysis 
of four to five years’ duration, to be equivalent to depth, it is perhaps 
sufficient to say that the whole problem is at present completely pre- 
judiced by the analyst’s tendency to justify stagnant and stalemate 
analyses; for, however bright its beginnings the interminable analysis 
ends ignominously as occult transference therapy. On the other hand 
there are a number of obvious objections to including short term work 
under the heading of analysis, chief amongst these being that it de- 
pends on a ‘transference-directed’ anamnesis rather than on analysis. 
Analysts have themselves added greatly to the difficulty in assessment 
by their somewhat envious depreciation of the results of short-term 
work which are held, quite erroneously in many cases, to be imper- 
manent. These are matters that can be determined only by statistical 
control, When coming to a decision on this question of length it would 
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be well to remember that the earlier analysts were accustomed to 
conduct analysis of six to twelye months’ duration which as far as I 
can find out did not differ greatly in ultimate result from the results 
claimed at the present day by analysts who spin their analyses to four 
or five years, 

Continuity is a different matter, and as far as standard analysis is 
concerned is subordinate to the needs of the terminal phase. When 
employed in the earlier phases, ‘staggered analysis’ is no different from 
repeated doses of ‘short-term analysis’ and cannot therefore qualify 
for consideration as a true analytical process. This again raises a prob- 
lem of particular significance in the analysis of training candidates, 
namely, the status of ‘re-analysis’, a process which can be distinguished 
from a ‘staggered analysis’, either by the length of the interval be- 
tween analyses or by change in the analyst conducting it. Both senti- 
mentally and scientifically regarded re-analysis would appear to be a 
laudable training device, yet from observation of the process in the 
case both of patients and of candidates, there is good reason to con- 
sider whether factors of rapport (counter-transference) do not play a 
decisive part in it. Even more so in the case of the ‘switched’ analysis, 

Summing up this extremely cursory review a few rough generalisa- 
tions may be permitted. Without some reliable form of standardisation 
of technique there can be no science of psycho-analysis, for if we 
cannot standardise the behaviour of the patient, we must at least be 
able to standardise the behaviour of the analyst. In this connection it 
may be observed that it is easier to say what is zot psycho-analysis than 
what zs psycho-analysis. Secondly, in view of the great number of un- 
checked variables and the absence of controlled observations, provi- 
sional findings on the subject must in the meantime be based on 
theoretical rather than on practical considerations; a very unsatisfac- 
tory state of affairs, for, taking into account the existence of theoretical 
differences on important issues, this means that the provisional con- 
clusions must allow for as much as a 50 per cent margin of error. This 
is much too wide a margin. In the old days it was sufficient to say that 
whoever based his therapy on his belief in the unconscious, in infantile 
sexuality, in repression, in conflict, and in transference could call him- 
self a psycho-analyst. And in spite of our most ambitious training 
schemes, this standard is still not wide of the mark. How far we can 
extend these criteria will in my opinion depend, firstly, on the degree 
to which we can succeed in eliminating from our deliberations the 
influence of a defensive, esoteric but so far unconfessed mystique. 
Although elimination of the esoteric is supposed to be one of the tasks 
of the training analysis there are in my view few signs that this impor- 
tant aim has so far been achieved. x 

Secondly it will depend on the extent to which we can establish 
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clinical in addition to theoretical criteria, Both of these requirements 
are, I venture to say, of extreme moment to the future of psycho- 
analysis; and I would suggest that they cannot be reached in the 
amiable give-and-take atmosphere of the Customary symposium: they 
call for the close application of controlled research methods on an inter- 
national scale. 

If as the result of these researches it should prove necessary to dis- 
card some of the rather glib assumptions I haye indicated, so much the 
better for our science. Psycho-analysis has no need to keep up appear- 
ances, but it does need to delimit as accurately as possible its uses as a 
therapeutic agent. 


APPENDIX 
To Chapter Three 
FACTORS ON THE STANDARDISATION OF WHICH T HERAPEUTIC CRITERIA 
CAN BE BASED 


(Controversial issues and cross-references noted in brackets) 


I. METAPSYCHOLOGICAL 


A. Based on theories of general mental Junction. 


sion in the 
rence v. dis- 


1. Dynamic: the relative importance of libido and aggr 
therapeutic process (controversial: see also TII F): transfe 
tributed analysis (see also IT D and III C). 


2. Structural: the standards of ego and super-ego analysis (contro- 
versial: see also IIT H ); their relation to symptom-analysis (see also 
IT A, B, C): the status of the ‘character analysis’ and of “ego-educa- 
tion’ in adult and child respectively; the structural level below which 
transference analysis is impossible, 


5. Economie: the special case of Tepression: memory recovery v. 
reconstruction: the singling out of special mechanisms, e.g. introjec- 
tion, etc.: (controversial: see also IT A, B, C and II G): abreaction v. 
alteration of the balance of mechanisms; structural v. functional 
modification. 3 

4. Stages in analysis: in terms of libido, transference, ego-structure 
or relation of primary to secondary processes: the standard of the ‘com- 
plete’ analysis (controversial: see also If A, B, C): the status of ‘in- 
complete’, ‘stalemate’ or ‘stagnant’ analyses: are they analyses? 
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B. Based on theories of symptom-formation. 


1. General: the range of analysis of predisposing and precipitating 
factors in different disorders: relative importance of general and speci- 
fic defence-resistance (see also II A, B, C). 

2. Special (a) the reversal of the regression series from introversion 
to compromise formation; (6) symptom-resolution: the status of the 
‘interrupted’ analysis of ‘refractory’ symptoms: analysis or not? (see 
also IIT K). 


II, CLINICAL (PSYCHO-PATHOLOGICAL) 


A. Selective analysis of pathogenic foci: the ‘unconscious complex’ 
theory: analysis or not? (see also I B, 1 and 2). 

B. Selective analysis of symptom-formations: specific v. general 
defences: the respective status of regulated and expectant analysis 
(controversial: see also I B, 1 and 2). 

C. Modifications according to the type of disorder: legitimate and 
non-analytical types (controversial: see also I B, 1 and 2). 

D. Special case of ‘handling the transference’ in different types of 
disorder or in different stages of the analysis (controversial: see also 
I A, 1 and 4 and IT C). 

E. The handling of precipitating factors. (controversial: see also I bB, 
1 and II A, B, C). 


III. METHODOLOGICAL 


A. Association: suspension of the rule at certain stages in the analy- 
sis of certain disorders? legitimate or non-analytical (controversial). 

B. Interpretation: validity of different systems: systematic ‘inexact’ 
interpretation as a method of suggestion (controversial). 

C. Transference-analysis: its regulation: legitimate or non-analy- 
tical (see also I A, 1 and 2 and II D). 

D. Resistance-analysis: its scope: non-analytical aspects of ‘working 
through’: the ‘stagnant’ or ‘stalemate’ analysis (see also I 4 3 and 4 
and II D). 

E. Active methods: legitimate and non-analytical types (controver- 
stal). 

F. Instinct-analysis: selective standards: clinical or etiological cri- 
teria (controversial: see also I A, 1 and I B, 1). 

G. Mechanism-analysis:selective or general standards (controversial: 
see also I A, 5 and I B, 1). 

H. Ego-analysis: depth of: psycho-pathological or general standards 
(controversial: see also I A, 2 and II A, B, C). 
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I. Counter-transference: legitimate degrees of guidance in certain 
types of disorder (controversial). 

J. Length: relation to ‘depth’ (see also I A, 2): the status of the 
‘short analysis’, the ‘long analysis’: the “stalemate analysis’ and the 
‘interminable analysis’: relation to suggestion therapy (controversial: 
see also II, A, B, C). 

K. Continuity: the ‘staggered analysis’: legitimate and non-analy- 
tical types: the status of ‘re-analysis’ (controversial: see also I B, 1 
and 2). 

L. Training analysis: its accuracy and totality: its function as a 
technique-control: relation to suggestion (subswming all the factors 
indicated above: controversial). 


Abraham, K., 32, 66, 171-2, 177, 
272, 288, 315, 331, 553, 
557, 365 
Abreaction, 304 
Absorption point of interpretation, 
Pa 4, 26, 83, 137 
Abstinence, 23-4, 166-7, 213-16, 
227, 315-16 
Abstraction, states of, 55 
ely 185-6, 205, 211, 216, 
4! 
Active technique, 14, 24-5, 115-16, 
133, 143, 153, 165-184, 285, 
505, 514-15, 381 
in bisexuality, 196 
in depression, 202 
in drug addiction, 215 
in fetichism, 213 
in habit formation, 172-3 
in hysteria, 165, 190 
in masturbation, 172 
in obsessional neurosis, 178, 209 
and privation, 171 
in schizophrenia, 250 
and sidetracking, 182 
in social maladjustment, 220-1 
and substitution, 182 
Actual neuroses, 78-9 
Acumen, of patient, 105 
Adaptation, 15, 17, 62, 141-2, 156 
(see also Social) 
Addiction (see Drug addiction) 
Admissions to patient, 510 
Advice to patient, 106 
Affect, 6, 355 
bridge, 133 
Affective tone of associations, 27-9 
codes, 142 
core, 229 
drainage, 153 
Geercsrion, 4, 15, 96, 251, 278, 512, 
62 


analysis of, 256, 283 (see also Hos- 
tility, Negative, and Sadism) 
Aim-inhibition, 65 
Alcoholism (see Drug-addiction) 
Alleviation of symptoms, 141, 154 
Amateur analysts, 8 
Ambivalence, 16, 128, 155, 190, 
192, 197, 231, 254, 256 
in transference, 115 


Amnesia, 60-1, 130, 245, 332 


INDEX 


Anal defences, 75-6 
erotism, 55 
fixations, 71-2, 74 
reactions, 75—4 
stages, 70, 100 
type of association, 28 
Anal-sadistic conflicts, 55, 252 
energies, 97 
Analysis, atmosphere of, 109 
child, 11 
complete, 155, 245 
of complexes, 580 
cost of, 19, 20, 22-3, 25, 319, 
340 
deep, 17, 33-4, 276-7, 279, 280-1 
depth of, 382 
of difficult cases, 258 
direction of, 240-2 
discontinuous, 330 
effect of, on analyst, 5307-8 
and ego-defences, 250 
expectant, 32, 126, 228, 381 
of friends, 322 
infantile situation in, 147 
interminable, 42 
interrupted, 21 
length of, 22, 84, 142-3, 160, 
166, 183, 328, 5382-5 
limits of, 155 
mystical, 78 
obsessional type of, 518-19 
principles of, 242-4 
remuneration of, 321 
selective, 380 
self-, 10 
shortening of, 14 
short-term, 385 
sag 11-12, 14, 16, 164, 244, 
378 


supervision of, 241 

of symptoms, 380 

training, 63 

of transference (see Transference) 
Analyst, 3-10 

and active technique, 168 

advisory réle of, 155 

ambivalence of, 107 

analysis of, 91, 101 

antipathy of, to patient, 511-12 

anxiety of, 3, 9, 263 

attitude of, 308-10, 572 

bonhomie of, 52 


INDEX 589 


Analyst— 

‘calmness’ of, 103 

choice of profession, 90 

commencing, 3, 6, 9, 10, 18 

convictions of, 108 

curiosity of, 97 

economic motives of, 20 

exaggerated claims of, 201 

experienced, 45 

fixed opinions of, 306 

genital reactions of, 96 

guilt of, 265 

healing motives, of, 91, 97 

hypersensitiveness of, 91 

Id of, 90, 102 

illusions of, 169 

impersonality of, 15, 92 

inferiority of, 263 

integrity of, 92 

lay, 18, 54, 150, 290, 529 

love capacity of, 250 

neutrality of, 167-171, 308-9, 511 

obsessional reaction of, 94 

Oedipus reactions of, 97 

omnipotence of, 91 

passive attitude of, 31, 116 

patient’s criticism of, 105-4 

perfect, 104 

perfectly analysed, 4, 5, 11, 90-2 

personality of, 326 

private life of, 102 

and projection, 90-92 

psychopathic type of, 63, 257 

psychopathology of, 63 

reality sense of, 309-10 

receptivity of, 96 

reformist impulses of, 104 

rigidity of, 142 

sadism of, 95, 97, 105 

satisfactions of, 92, 106 

self-interest of, 44 

sex of, 324-5 

social reactions of, 4 

spontaneity of, 309-10 

stereotyped attitude of, 52 

subjective tensions of, 89, 90-2 

sublimations of, 91 

super-ego rôles of, 42, 185 

therapeutic capacity of, 200 

timidity of, 263 

“toilet” of, 92 

urinary erotic reactions of, 95-6 

Analytical orientation, 95 

perspective, 93 

situation, 10-17, 49, 52, 68-9, 
197, 155-6, 242, 256 

traditions, 262 

transgressions, 252 


Anti-cathexes, 60-2, 65, 360 


Antisocial reactions, 221-2 
Anxieties, analytical, 40-2 
number of, 283 
Anxiety, 14, 37, 86, 100, 110, 114- 
15, 145, 158, 167, 175, 253, 
282-4, 286-9, 290 
beginner’s, 9 
definition of, 288-9 
deep, 289 
dream, 21 
handling of, 282-3 
and interpretation, 282 
marginal, 298 
origin of, 77 
professional, 264 
sexual, 55, 67 
sources of, 289 
spread of, 284 
Anxiety-depression, 200-2 
active technique in, 202 
homosexuality in, 201 
infantile, 341 
oral frustration in, 201 
terminal phase of, 202 
transference in, 201 
traumatic factors in, 201 
Anxiety-hysteria, 24, 26, 28, 47, 67, 
77-9, 82, 110-12, 148, 158, 
151, 187-190 
active technique in, 190 
ambivalence in, 190 
ego structure in, 188 
fixation points of, 67 
homosexuality in, 190 
libido changes in, 187 
memories in, 60 
panic in, 187 | 
secondary gain in, 190 
separation anxiety in, 190 
sexual components in, 188-90 
transference in, 188-9 
Apparatus, mental, 10, 51, 57 
Appointments, 24, 167, 517 
Arguing with patients, 97 
Assessment of Garg 542 
Assistance to patient, 
jation, 9, 15, 27-8, 31, 34, 
page 2 8, 49, 94-5, 110, 157, 
164, 170, 500 
affective tone of, 27-9 
anal type of, 28 
anchoring, 38, 175 
circling te 29 
ifficult, 
dii of, 35, 37, 94, 110-11, 115 
backward, 38, 111, 128, 131, 
147, 172 
forward, 129, 151 
evasion of, 27 
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Association— 
fluent, 35 
freedom of, 28, 300-1 
“heading off’, 240-1 
oral type of, 28 
pauses in, 112 
relaxation of, 300 
responses, 52 
stereotyped, 28 
thread of, 58-40 
types of, 73 
urethral type of, 28 
Atomistic approach, 8 
Attacks, on analyst, 175 
Attendance, hours of, 19 


BACK SWING, IN ANALYSIS, 65 
Backward drift, 38, 111, 128, 131, 
147, 172 
Barrier, incest, 69 (see also Oedipus) 
Beating phantasies, 71, 145 
Behaviour, 24, 25 
ee a cheery 25 
enign psychopathy, 216 
Bernheim, 364 y 
Bias, unconscious, of analyst, 5, 22 
Bird’s-eye view of analysis, 15 
Birth anxiety, 77 
trauma, 554 
Bisexuality, 121 
active technique in, 196 
facultative, 195-6 
and seduction, 196 
transference in, 196 
traumatic, 196 
(See also Homosexuality) 
‘Blindness’, selective, 61 
Body thoughts, 363 
Bonhomie of analyst, 52 
Borderline psychosis, 84, 304 
Break, in analysis, 20, 21 
through, of libido, 75 
Bridges, affect, 133 
thought, 78, 153-4 
word, 132 
Brierley, M., 555 
British Psycho-analytical Society, 
265-6, 268, 278, 280-1, 
531, 343-4, 548-9 
Brother imago, 16 
Bychowski, 372 


CALLOUSNESS, 222 
Calm, Legitimate, 103, 145 
Cancelled sessions, 19, 21 
Candidate, analytical, 5, 16, 18, 33, 
45-6, 135, 139, 262-4, 999 
attitude to analyst, 167 
contact with, 320-1 


Candidate— 
copying analyst, 262-4 
economic dependence of, 325 
normality of, 135-6 
problems of, 265 
refresher-analysis of, 159 
training of, 33, 582 
Capacity to pay, 22 
Case-hardened analyst, 185 
Case-lists, intractable, 226-58 
mild, 185-204 
moderately severe, 205-25 
Castration, anxiety, 129, 144, 187, 
196, 341-2 
complex, 4, 15, 33, 35, 66, 69, 
144, 194, 212 
in depressives, 76-7 
in drug addiction, 214, 264 
images, 100-1 
transference phantasy, 126 
Catharsis of affect, 36, 55, 109, 225, 
504 
Cathartic therapy, 56, 42, 55 
Censorship, dream, 55 
Cathexis, 60, 111, 123, 147 
Changing analysts, 324—6 
Changing the subject, 59 
Character, analysis of, 172, 354 
peculiarities, 30, 55, 186 
Child analysis, 11, 243-4, 275, 303 
memories, value of, 295 
-parent relationship, 15-14, 202, 
294 
psychiatry, 228 
Child’s tee 52 
Circumcision, 77 
Circling of association, 29 
Classification, etiological, 186 
of infantile anxiety, 341-2 
of stages, 15 
therapeutic, 186 
Cleavages in theory, 152, 349 
Clinic statistics, 328-9 
Clinical types and memory-recov- 
ery, 295 
Closed etiologies, 543, 549 
Commencing analyst, 5, 6, 9, 10, 
18 
Common technical practices, 261 
Common-sense resistance, 296 
Communication, analyst and 
patient, 19 
‘Complete’ analysis, 11, 115-16, 
155, 245 
Complexes, 4, 33, 55 
analysis of, 380 
castration (see Castration) 
hunting, 11 
Component impulses, 75, 97 
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Concessions, 29 
Condensation, 19 
Conflict, 32, 38, 192, 508 
libidinal, 32 
nuclear, 56 
Consultant, 18-19, 58, 335 
Consultant, organic, 22-95 
Consultation, 50, 183, 326 
Contact, loss of, 56 
Contamination, 191 
obsessions, 209 
Continuous analysis, 21, 385 
Control-analysis, 45-6, 263—4 
analysts, 6, 45-6, 264 
Controversies, analytical, 280, 567, 
574 


Conversion, hysteria, 48, 60, 114, 
189, 190 
transference-neurosis in, 188-9 
Convictions of patient, 178 
Convincing the patient, 291 
Co-operation, analyst and patient, 
505, 508 
‘Correct’ analysis, 167 
Couch, analytical, 25, 26, 32, 147 
Counter-resistance, 6, 88-107, 99, 
101, 105-8, 115, 143, 168, 
505-26 
silent, 106 
stereotyping in, 99 
super-ego type of, 101-3 
Counter-transference, 88-107, 115, 
143, 168, 170-1, 204, 249, 
253, 269, 290, 297-9, 305- 
26, 311, 548, 569 
definition of, 100 
economic, 535 
floating, 311 
homosexual, 101 
neurosis, 175 
Crises, analytical, 39, 40, 50, 224 
classification of, 205 
early, 109 
mild, 202-4 
spontaneous, 39-41 
suicidal, 230, 237, 239, 240 
symptom-exacerbation in, 202-3 
-resolution in, 202 
point of analysis, 39-40 
Critical phase, 37, 42, 46-7 
Criteria, clinical, 380 
of cure, 354 
of ego analysis, 379 
methodological, 584 
of success, 331-5 
symptomatic, 380 P 
for termination, 151, 154-5, 527 
therapeutic, 143 
Crypto-Ferenczi policy, 516 


Cultural capacities, 66-7 
reactions, 66-7 

Cure, 142, 154, 185, 299, 353 
definition of, 334-5 
spontaneous, 154, 195, 299 

Cyclo-thymia, 236 


DANGER SIGNAL, 77, 99 
situation, 26 
Data, collection of, 264 
Deep analysis, 17, 34 
in anxiety states, 276-7 
Deep interpretation, 33-4, 249, 
276-7, 281-2, 370 
in anxiety states, 276-7, 282 
in character disorders, 276-7 
definition of, 276-9, 280-1 
in normal persons, 276-7 
in obsessional neuroses, 276-7 
optimum, 276 
in psychoses, 276-7 
variations in, 272 
Defence, 13, 15, 28, 59, 40, 50-1, 
57, 63-5, 85 
and active technique, 179 
assessment of, 342 
function of, 50, 57-8 
functional forms of, 62 
-mechanisms, assessment of, 342 
professional, 42 
and repression, 60-2, 76 
-resistance, 50-87 
Deflection of libido, 56, 82 
Defusion, 96, 233, 240 
Delaying departure, 52 
Delinquency, 221 
active therapy in, 224 
alcoholism in, 222 
analysis of, 221 
analyst’s reactions to, 225 
anxiety in, 224 
court control in, 221, 224 
frustration in, 224 
guilt in, 222-4 
projection in, 222 
psychopathic, 76 _ 
and psychoses, 225 
reality sense in, 222 
sedation in, 224-5 
sexual disorders in, 223 
traumata in, 225 
(see also Psychopathy) 
Departure of patient, 44-5 
Depersonalisation, 248 
Depression, 24, 27, 59, 76, 118, 122, 
152, 155, 152, 228, 229-241 , 
244 
active technique in, 202 
aggression in, 234 
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Depression— 
ambivalence in, 231 
ambulant, 237 
analyst’s attitude to, 238 
anxiety in, 240 
core of, 236 
defusion in, 235, 240 
dreams in, 201, 235 
frustration in, 230 
genital factors in, 234 
uilt in, 253-4 
omosexuality in, 254 
infantile, 98 
interpretation in, 234 
introjection in, 233-4 
mild, 76 
narcissistic tension in, 232 
occult, 15, 24 
Oedipus trauma in, 252-4, 236 
oral factors in, 234 
reactive, 200-2 
sedation in, 238 
self-punishment in, 230 
supervision of, 237-8 
suicidal reactions in, 230, 237, 
239 
terminal phase of, 202, 244 
transference in, 114, 126, 231-2, 
235, 237-8 
working through in, 235, 239 
Depressive position, 243 
Deprivation, 144 
Detachment, analytical, 133 
Development, 58, 74 
Developmental ‘summaries’, 95-4 
Diagnosis, 18, 28, 31 
faulty, 76, 200, 290 
provisional, 18 
Dictaphone records, 111, 2614 
Difficult cases, 50, 46, 335 
nee in analysis, 5, 29, 30-3. 
258 
Direct interpretation, 32, 133, 135 
Disagreements, analytical, 347-9 
374 


Discipline, 40 
Discontinuing analysis, 30 
Discussion of technique, 261 
Displacement, 19, 35-8, 63, 68, 
110-15, 137, 279-80 
backward, 355 
forward, 38, 112 
Dissociation, 60 
Dissolving transferences, 141, 163 
Distributed termination, 210 
transference, 231, 237 
Divergences in theory, 280, 374 
Diverting libido, 37 
‘Doldrum’ periods, 55, 57, 83 


? 


Do’s and don’ts, 315 
Dosage of interpretation, 135 
‘Double negative’, 202 
Drainage, analytical, 153, 178-9 
Dramatisation, 133 
Dream-analysis, point of applica- 
tion, 165 
criteria of termination, 531 
Dreams, 8, 46, 88-9, 158-9, 162 
activity of, 21 
analysis of, 165 
analyst’s reaction to, 89 
anxiety, 21, 158 
in anxiety-hysteria, 110, 154 
criticism in, 53 
in depression, 201, 235 
incest, 147 
interpretation of, 8, 88-9, 297-9, 
501 
material of, 132, 134, 157 
nirvana, 239 
in obsessional neurosis, 117, 208 
resistance in, 53 
review, 157-8 
symbolism in, 136-292 
technique, 501 
and therapeutic progress, 158-9 
transference indications in, 112 
unconscious homosexual, 82 
Dressage in hypnosis, 147 
Drift of association (see Association) 
Drive, therapeutic, 18 
Drug addiction, 79, 144, 158, 161, 
213-6, 227 
abstinence in, 213-15, 227 
active technique in, 215 
castration anxiety in, 214 
fixation points of, 29, 76 
homosexuality in, 214 
and neuroses, 214 
transference in, 213-14 
treatment of, 215 
types of, 213 
Duration of analysis (see Analysis, 
length of) 
Dynamic analysis, 17 
criteria, 378 
Dynamics of transference, 146 


EASY CASES, 46 
Eclecticism, 375 
nomic criteria, 377 

Eder, D., 288 

Ego-analysis, 51, 64, 79, 155-6 
-attitudes, 31, 96, 127-8 
-defences, 14, 17, 67-8, 250 
in depression, 234 
destruction of, 66 
-development, 126 
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Ego— 
-disorder, 216 
expanding, 97 
in fetichism, 212 
-function, 11 
infantile, of analyst, 92, 157 
nuclear theory of, 75, 254 
in obsessional neurosis, 206, 208— 
9 
pedagogy, 580 
-preparation, 11 
readaptation, 159 
and reality (analyst), 105 
-resistances, 42-3, 80-1, 83, 85-6, 
110, 146 
-stages in psycho-analysis, 14 
~structure, 11 
in anxiety-hysteria, 190 
and super-ego, 13, 232-5 
unconscious, 57 
-weakness, 64 
Ejaculatio praecox, 195 
Elasticity, technical, 51 
Emotion, 56 
Emotional deficiency, 47 
equality, 52 
experience, 55 
maladaptation, 155, 142 
reaction in depression, 235 (see 
also Affect) 
Encouragement to talk, 31, 296-7 
Ending of session, 43 
Endless analysis, 573 
Endopsychic factors, 294-5, 344 
Enemata, 71 
Energy, marginal, 371 
Environmental factors, 294-5, 344 
Ereutophobia, 198 
Erotomania, 48 
Etiologies, classification of, 186 
‘closed’, 343, 349 
of psychosis, 229 
Etiological levels, 78 
Evasion of association rule, 27 
Exaggerated claims of analysts, 201 
Examination of patient, 18-19 
Exceptional cases, 30 
Excessive loquacity, 295-6 
Excretory ritual, 69 
Expectant technique, 32, 166, 228, 
381 


Experienced analysts, 45 
Extra-analytical transference, 15 
Extra-mural contact, 319-21 
Eysenck, H. E., 376-7 


FAECES AND MONEY, 75 
Falling asleep, 59 
Familial imagos, 65 


Family, contact with, 36, 63, 65, 
110-11, 320, 322-5 
doctor, 95 
relationship, 16 
Fashions in analysis, 123 
Father hostility, 65, 128 
imago, 16, 523 
Faulty diagnosis, 151, 200 
prognosis, 142, 151 
treatment, 142 
Feelings, 27 (see also Affect) 
guilt, 42, 45 
Fees, 19, 20-5, 25, 319, 340 
analyst’s reaction to, 75 
Fellatio, 77, 148 
Female sexuality, 326 
Ferenczi, S., 15, 171-4, 177-8, 
249, 515, 330, 353 
Fetichism, 210-13 
active technique in, 213 
and alcoholism, 211-12 
and ego, 212 
homosexual factors in, 212 
and hysteria, 211 
and obsessional neurosis, 211 
psycho-dynamics of, 2114 
and reality proving, 212 
and sublimation, 211 
therapeutic classification of 211- 
12 
transference in, 212 
Fissions in analytical groups, 374 
Financial sacrifice, 22 
First appointment, 24 
crisis, 37 
Flair, analytical, 95 
‘Flexible’ technique, 575, 380 
Flight to reality, 143 
Floating transference, 37, 49,79, 279 
Fixation, 56, 76, 152, 156 
date of, 122 
general, 147 
multiple, 75 
neurosis, 75 
points, 59, 75 
pre-genital, 58 
and regression, 75-6 
resistances, 75 
significance, of, 94 
in transference, 128, 175 
‘Floating’, negative, 57 
positive, 57 
Follow-up of cases, 530 
‘Forced’ phantasy, 175-6, 500-2 
Fore-pleasure, 175 
Form of interpretation, 270-2 
Forward displacement, 65 
movement, 120 
Four-session week, 20 
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Free association (see Association) 
French, T., 375 
Freud, S., on abstinence, 167, 515 
on active technique, 167, 172-5, 
179, 185 
on amnesia, 242-3, 532 
on anal aspects of Oedipus com- 
plex, 79 
on anxiety, 77-8 
on appointments, 21 
on ‘combined’ technique, 166 
on counter-resistance, 92 
on dreams, 165 
on ego and Id, 17 
on established principles, 170-1 
on etiological levels, 78 
on fees, St 
on female sexuality, 326 
on fetichism, 210 
on frustration, 174 
on group psychology, 555 
on guilt, 289 
on identification with analyst, 306 
on Id-resistance, 81 
on neurosis, 91 
on paranoia, 511 
on pedagogic guidance, 172 
on pillars of psycho-analysis, 170 
on ‘refresher’ analysis, 53, 57, 
106-7, 159, 307 
on repression, 277, 569 
on resistance, 35, 55, 57, 86, 91-2 
on results, 107 
on sitting behind the patient, 92 
on suggestion, 172 
on super-ego formation, 5 
on symbol links, 96-7 
on technical descriptions, 262 
on technique, 15, 263, 276 
on theory of results, 367 
on working through, 81, 298, 372 
Freudian theory, 10 
Friendly v. professional interest, 308 
Frigidity, 194-5, 197 
secondary gain in, 195 
transference-neurosis in, 193 
Frustration, 59, 76, 166, 171 
in active technique, 167 
Functional defences, forms of, 62, 
65 
reactions, 230 
stresses, 578 
Fusion of instinct, 96 


GAIN THROUGH ILLNESS, IN FRIGIDITY 
195 
in terminal phase, 140, 148-9 
in impotence, 194 
in marital problems, 197 


Gain through illness— 
in mixed neuroses, 191 
primary, 84-6 
secondary, 84-6, 226 
Genital phase, 96 
symbolism, 126 
Gifts, 319-20 
Glover, J., 17 
God complex of analyst, 95 
Gossip, analytical, 263 
Gratitude of patient, 104 
Grief in depression, 229 
and ego, 241 
Guidance of patient, 167 
Guilt, 50-1, 102, 104, 175, 355, 
358 
anal, 21 
-defence, 127-8 
in depression, 233-4, 236 
feelings, 42, 85 
genital, 128 
-interpretation of, 128 
in homosexuality, 533 
professional, 264 
and sadism, 558 
and theory, 343 
unconscious, 128 


HABIT, ANALYSIS OF, 172-4 
Handshaking, 24 
Hate, 71 
Heimann, P., 288 
Herford, M., 288 
Holidays of analyst, 19 
Homosexual conflict, 39 
counter-transference, 101 
transference, 196 
Homosexuality, 96, 101, 127, 145, 
148 
and abstinence, 316 
active, 195 
technique in, 196 
in anxiety-hysteria, 190 
as defence, 144 
in depression, 201, 234 
in drug-addiction, 214 
facultative, 195-6 
in fetichism, 212 
guilt in, 333 
manifest, 195 
in paranoia, 252-4 
passive, 144-5 
phantasy, 119, 122, 126 
repressed, 127 
in schizophrenia, 248 
seduction in, 196 
in social inhibition, 198 
unconscious, 59, 55, 101, 234 
(See also Bisexuality) 
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Hostility, 28, 31, 100-2, 132, 134 
to analysis, 39 
binding, 71 
to father, 65 
in psychopathy, 254 
(See also Aggression) 
Hour of attendance, 19 
‘Hunches’, analytical, 327 
Hyperacusis, of patient, 45 
Hypnosis, and analysis, 124 
dressage in, 147 
Hypnotic suggestion, 360-1 
Hypochondria, 48 
Hysteria (see Anxiety-hysteria) 


ID, 5, 5, 9, 13, 14, 17, 58, 67, 81-2, 
515, 367 
analysis, 155-6 
concept of, 277 
excitation, 67 
interpretation, 285 
‘organisation’ of, 371 
resistance, 81-2, 84, 86, 147, 218- 
19 
tension, 515 
Idealisation, 111, 128 
Identification, 16, 41-2, 63-5, 
80, 92, 110, 121-2, 128-9, 
155 
analyst with patient, 97 
in anxiety depression, 201 
hysteria, 190 
resistances, 56 
symbolic, 125 
transference, 125, 127-9 
in transference neurosis, 101-2 
faulty, 254 
Imagos, emergence of, 121 
Impersonality of analyst, 15 
Impotence, 158, 160, 178-9, 192-3, 
197 
Improvement, characterological, 
151 


symptomatic, 37, 151-5 
trivial indications of, 160 
Inaccessibility, to treatment, 8 
Inaccessible cases, 242 
Incest-barriers, 69 (see also Oedi- 
pus situation) 
Incomplete, interpretation, 358 
Tnexact interpretation, 130, 316, 
353-65, 381-2 
Infantile, anxieties, classification of, 
341-2 
dependence, 64 
development, reconstruction of, 
68, 128 
memories, 14 
phantasy, 176 


25* 


Infantile, sexual theories, classifica- 
tion of 159 
transference, 69 
Injunctions, 24, 168 
Insight, deceptive, 136 
Instinct, pathogenicity, of, 541 
Tnstinctual movements, 569, 371 
Intellectualistic approach, 108, 272 
Interference, amount of, 109 
from without or within, 11 
optimum, 59 
Interminable analysis, 63 
Interpretation, 269-304, 353-66, 
568, 570-1 
pivoted point of, 3, 4, 26, 83, 
1 


aim of, 132 

amount of, 269, 273-6 

and anxiety, 282 

as assault, 96 

copious, 96 

counter-transference in, 269-70 

deep, 275-9, 375 

direct, 32 

divergences regarding, 347-8 

early, 272 

excessive, 96 

form, 269-70 

general methods, 269-81 

of guilt, 128 

in hysteria, 271-5 

incessant, 274-5 

incomplete, 358 

inexact, 150, 316, 353-65, 381-2 

in inhibition, 275 

instinctive, 97 

of isolated words, 504 

late, 272-+ 

long, 270-1 

in mid-analysis, 273-5 

‘mutative’, 278-9, 285 

in obsessional neurosis, 269, 275 

order of, 282-3 

by patient, 356 

of phantasy, 31, 130 

patient’s reactions, to 170 

premature, 75 

in schizophrenia, 247 

in sexual perversions, 275 

short, 270-1 

spontaneous, 297 

and suggestion, 353-65 

summing up, 270-2 

systematic, 273-5 

timing, 269, 272-3 

tracing themes, 270-2 

transference, 32, 133, 137, 177 

transference neurosis, 119-20, 
122 
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Interpretation— 
ioe, down, 170-1 
and weaning, 159 
using external illustrations, 270— 
271 
‘Internal objects’, 15, 226 
Interrupted analysis, 21 
Interview, with family, 522 
preliminary, 19 
Intractable cases, 226 
Intrauterine phantasies, 556-7 
Introjection, 15, 64-5, 79-81, 154-5, 
280, 372 
assessment of, 542 
in depressions, 253-4 
in drug addiction, 233 
faulty, 128 
and resistance, 64 
in schizophrenia, 250-1 
and transference, 127-8 
Introversion, 235 
Intuition, analytical, 327 


Janet, P., 364 

Jealousy, pathological, 48 

Jones, È., 95, 279, 328, 331-2, 353, 
361 


KERNEL COMPLEX, 68 
Klein, M., 279, 288, 357 


LATENT CONTENT, 38 
Lay analysts, 18, 54, 150, 290, 
329 


Lending books, 520 
money, 519-20 
Length of analysis (see Analysis) 
sessions (see Sessions) 
Letters from patient, 313 
Libido, analysis of, 64 
deflection of, 37, 66, 82-3 
development, 126 
forward movement of, 175 
leakage, 153 
weaning, 162 
stages in, 14 
transference, 128 
Limitations of psycho-analysis, 142 
Listening in, 261 (see also Dicta- 
phone) 
Loquacity, 295-6 
London Clinic of Psycho-analysis, 
328 
Love-capacity in depression, 23 
‘Loving’ the patient, 249-50 
Low, B., 307 


MALADAPTATION, EMOTIONAL, 155, 
142 
social, 216-21 
active technique in, 220-1 
classification of, 216 
course of, 217 
ego-disorder in, 218 
and neuroses, 219-20 
punishment mechanisms in, 
219-20 
suicidal mechanisms in, 219-20 
transference in, 220 
Male v. female analysts, 324-5 
Mania, 236 
externalisation in, 236 
transference in, 236-7 
Manic-depression, 229-44. 
precipitating factors in, 229 
traumatic history of, 229 
(see also Depression) 
Marginal anxieties, 298 
charges, 371 
Marital problems, 79, 114, 197 
discord in, 156 
secondary gain in, 197 
transference in, 197 
Masochism, 56, 71 
Masturbation, 19, 54, 56, 171-2,176 
Mechanistic approach, 7 
Melancholia, 76 
Memories, cover, 235 
infantile, 14 
in hysteria, 60 
recovery of, 61-2, 74, 293-4 
in transference, 130 
Mental apparatus, function of, 10, 
> 
development, 568 
Mechanisms, analysis of, 569 
tension and anxiety, 289 
Mentality of analyst, 508 
Metapsychological criteria, 68, 377 
Method, discussion of, 23 
Methodological criteria, 581 
Middle group, analytical, 375 
Mild cases, 185-204 
Mistakes, in diagnosis, 76, 151, 200 
in prognosis, 142, 151 
in treatment, 142 
Mixed neurosis, 59, 75-6, 190-2 
active tendencies in, 192 
ambivalence in, 192 
opening phases of, 190 
passive tendencies in, 192 
secondary gain in, 191 
transference in, 191 
unconscious content in, 192 
Mobilisation, of impressions, 161 
of phases, 244 
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Model patient, 57 
Moderately accessible cases, 205- 


Modification of technique, 242-3, 
249-50 
Money and faeces, 75 
Mother, hostility, 152 
idealisation, 326 
imago, 16 
Movement, sense of, 17, 57, 108, 
137-8 
Mystique, analytical, 78, 576, 583 
Mythology, analytical, 4 


NARCISSISM, 25, 28, 39, 48, 84, 101 
Narcissistic neurosis, 118 
insight in, 118 
transference in, 135 
regression, 163, 247 (see also De- 
pression) 
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